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Editorial 


THE ANNUAL MEETING IN MOLINE 


The seventy-seventh annual meeting to be 
held in Moline May 31, June 1 and 2, 1927, will 
be the best meeting that the Society has ever 
had. This annual meeting is members’ meet- 
ing. This is the one time in the year when the 
members from all parts of Illinois should get 
together for three days to have a genuine re- 
union. 

Each County Society is entitled to one or more 
delegates. The by-laws state that each Society 
is entitled to one delegate regardless of the 
number of members in the Society. The larger 
Societies may have one delegate for every sev- 
enty-five members, and one for each major frac- 
tion thereof. U'pon this basis it can be seen 
readily that a Society with 113 members is en- 
titled to two delegates. 

Hach County Society should elect delegates 
who will attend the meeting, for the House of 
Delegates is the real legislative body of the State 
Society and the position of delegate is impor- 
tant. 

To be a success, the annual meeting requires 
several elements. First, a well arranged and at- 
tractive program. Second, the proper type of 
cooperation on the part of the host Society. 
Third, and by no means of last importance, the 
proper cooperative spirit on the part of the 
membership. This last named requisite can be 
shown by a large attendance at the meeting. 
Also this encourages and endorses the efforts of 
those who have worked hard to make the meet- 
ing a success. 

The Committee on Arrangements, the Coun- 
cil, Officers of the Society and Officers of the 
Five Sections have all been busied for months on 
the program and the plans for the Moline Ses- 
sion. Men of national prominence will give 
papers in each section. The orators in medicine 
and surgery, and the principal speaker at the 
opening session to which the public is invited, 
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have been selected thoughtfully and each will 
have a message of interest to all members. 

The Rock Island County Medical Society, the 
Host Society, has chosen a committee on ar- 
1angements which has been laboring for months 
to make the members feel welcome in Moline 
and the meeting an unusual affair. This Soci- 
ety is to be commended for securing such an 
able Chairman, and the committee as a whole. 

Exhibits this vear will be better than ever be- 
Jore, These have been selected carefully and no 
other than reliable ethical concerns are per- 
mitted. here will be many scientific displays 
that will be of unusual interest. A feature of 
the meeting is that all five sections and all gen- 
eral meetings will be in the same building with 
the exhibits. 

Hotel facilities in the tri-cities, Moline, Rock 
Island and Davenport, are adequate to take care 
of a very large attendance. The Committee on 
Arrangements will attend to all reservations as 
rapidly as the applications are received, 

Kxceptional plans are being made for the 
entertainment of the ladies, many of whom, it is 
hoped, will be present this year. With the excel- 
lent railroad and hard-road systems leading into 
the tri-cities, Moline is accessible from all parts 
of Illinois, for those who will drive, ample facili- 
ties for caring for their ears will be arranged. 
Plan now to attend your meeting, the seventy- 
seventh annual meeting of the Illinois State 
Medical Society at Moline May 31, June 1-2. 
1927. 

DOCTORS DESIRING TO READ PAPERS 
AT THE STATE MEETING 
QUALIFY AT ONCE 

Members of the Society who are interested in 
presenting papers before any of the sections at 
Moline, May 31, June 1, 2, 1927, are requested 
to write either the chairman or the secretary of 
the section in which he is interested, giving the 
title of the paper and the full address of the 
author. 

It is customary to divide the papers in each 
section equally between members of the Chicago 
Medical Society and the Downstate Societies. 

The Committee on Arrangements at Moline 
has Just reported that all sections will meet in 
the same building, the same that will house the 
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exhibits, registration and information, headquar- 
ters. 

This arrangement will add materially to the 
interest of the meeting and all efforts are being 
made to have an unusually large attendance for 
the 77th annual meeting. 

SECTION OFFICERS 
Section on Medicine: 

Leroy H. Sloan, chairman, 1180 East 63rd 

Street, Chicago. 

J, 1 Sherrick, Secretary, Monmouth. 
Section on Surgery: 

KN. P. Coleman, chairman, Canton. 

J. R. Harger, secretary, 25 East Washington 

Street, Chicago. 

Section on Eye, Ear, Nose and Threat: 

Louis Ostrom, chairman, Rock Island. 

(. F. Yerger, secretary, 4100 West Madison 

Street, Chicago. 

Section on Public Health and Hygiene: 

HM, V. Gould, chairman, 1214 Berwyn Avenue, 

Chicago. 

A, A. Crooks, secretary, Peoria. 

Section on Roentgenology : 

I. S. Blaine, chairman, 5 South Wabash Ave- 

nue, Chicago. 

Harold Swanberg. secretary, Quincy. 

It is requested that the Chicago Medical Soci- 
ety members write to the Chicago officers, and 
the Downstate men get in touch with the other 
imembers so that there will be no confusion, and 
the programs can be arranged in such a manner 
that the 1927 annual meeting will be one long 
remembered, 

The officers of the five sections of the Illinois 
State Medical Society are anxious to arrange 
their respective programs as early as_ possible. 
The programs next year will be conducted some- 
what differently from those of former years, and 
should make the meeting more attractive than 
ever before. 


MAKE HOTEL RESERVATIONS EARLY 
ILLINOIS STATE MEDICAL SOCIETY 
ANNOUNCEMENTS 
The seventy-seventh annual meeting of the 
Illinois State Medical Society will be held in 
Moline, May 31, June 1-2, 1927. In anticipa- 
tion of one of the largest and best meetings in 
the history of the society, the committees on 


arrangements have inaugurated extensive prepa- 
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rations for the meeting and entertainment of the 
Society. 

The committee on hotel accommodations urge 
that reservations for the meetings be made early. 

The hotels have agreed that reservations may 
be made directly through our Hotel Committee. 
Those wishing to make reservation will please 
address Dr. G. D Hauberg, chairman, Hotel 
Committee, Moline, IIl., stating hotel prefer- 


ence, ete. 
Below will be found a list of the principal 


hotels in Moline, Rock Island and Davenport: 
MOLINE HOTELS 
Leclaire Hotel: 
200 rooms and 70 apartments. Can accom- 
modate about 400 persons. 





Leclair Hotel, Moline, Ill. 


Rates 
$3.00 for a single room with tub and shower 
bath, 
$4.50 for a double room with tub and shower 
bath. 
$5.50 for a room with twin beds for two 
persons. 
$8.00 for a room with twin beds for four 
persons, 
$2.50 for a bed in an apartment. 
( ‘ampbell Hotel: 
Can accommodate about 25 persons. 
Rates— 
$2.00 for room with bath (single). 
$3.00 for room with bath (double). 
$1.50 for room without bath (single). 
$2.50 for room without bath (double). 
$1.25 for room with single bed. 
$1.00 each for rooms with two full beds, four 
in room. 
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All rooms have hot and cold water, shaving 
mirror, etc. 
Hotel Mayfair: 
$1.50 per person, 2 in room, without bath. 
$2.00 per person, 2 in room, with bath. 
$4.00 for double room. 
ROCK ISLAND 
Hotel Fort Armstrong: 
80 rooms. Can accommodate 160 persons. 











Fort Armstrong Hotel, Rock Island, Ill, 


Rates— 
$2.25, $2.50, $3.00, $3.50, $4.00. 
$2.00 per person extra. 


New Harper Hotel: 
75 rooms available. 
Rates— 
$2.00 to $2.50 for single room with bath. 
$1.50 for single room without bath. 
$4.00 to $4.50 for double room with bath. 
$2.50 to $3.00 for double room without bath. 
Como Hotel: 
50 rooms available. 
Rates— 
$1.75 to $2.50 for single room with bath. 
$1.00 to $1.75 for single room without bath. 
$2.75 to $4.00 for double room with bath. 
$2.00 to $2.50 for double room without bath. 


Hotel Harms: 
25 rooms available. 
Rates— 
$1.50 for single room without bath. 
$2.00 to $2.50 for single room with bath. 
$3.50 to $4.50 for double rooms. 
All outside rooms; running hot and cold water. 
Rock Island, 10 minutes by auto from conven- 
tion headquarters; 20 minutes by street car. 
DAVENPORT HOTELS 
Hotel Blackhawk: 
About 100 rooms available. 
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Rates— 
Rooms with lavatory and toilet, $3.50 and 
$4.00 per day. 
Rooms with shower bath, $4.00 and $4.50 
per day. 
Rooms with tub bath, $5.00, $5.50, $6.00 
and $7.00. 
The above rates are for two people in a room. 
Davenport 15 minutes by auto and 40 minutes 


by street car. 





THE LOCAL COMMITTEES ON ARRANGE- 
MENTS OF THE ILLINOIS STATE MEDI- 
CAL SOCIETY ARE AS FOLLOWS: 

Dr. A. T. Leipold, Moline, General Chairman. 

Dr. W. D. Chapman, Silvis, Chairman, Advisory 
and Publicity. 

Dr. K. W. Wahlberg, Moline, Chairman, Finance. 

Dr. J. W. Seids, Moline, Chairman, Reception. 

Dr. H. A. Beam, Moline, Chairman, Meeting 
Place. 

Dr. F. J. Otis, Moline, Chairman, Clinical Mate- 
rial. 

Dr. F. N. Davenport, Moline, Chairman, Eye, Ear, 
Nose and Throat. 

Dr. G. D. Hauberg, Moline, Chairman, Informa- 
tion and Hotel. 

Dr. T. L. Thomson, Moline, Chairman, Sports, 
Golf and Airplane. 

Dr. D. B. Freeman, Moline, Chairman, Entertain- 
ment and Transportation. 

Dr. Hada Carlson, Moline, Chairman, Ladies En- 
tertainment. 





THE SCIENTIFIC SERVICE COMMITTEE 
REPORTS PROGRESS 

February 11 Dr. James G. Carr of Chicago 
and 8. E. Munson of Springfield held a clinic on 
Cardio-vascular Disease before the DeWitt 
County Society at Clinton. The secretary, Dr. 
Marshall, writes that it was a very profitable 
meeting. 

March 10 Dr. lL. H. Sloan of Chicago and 
J. W. Barrow of Carbondale will give a clinic 
on Cardio-vascular Disease before the Union 
County Society at Anna. 

March 25 Dr. A. A. Goldsmith of Chicago will 
present the subject “Gall Tract Disease” before 
the Marion County Society at Carbondale. 

Dr. Harold Swanberg of Quiney compiled a 
list of subjects regarding the diagnostic and 
therapeutic uses of x-ray and radium which are 
now available for county societies, 

Various members of the committee are review- 
ing some of the more recent books in an attempt 
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to find some that are brief, concise and ac- 
curate for the use of busy men who have little 
time for anything but the essentials of the sub- 
ject. The following books have impressed us 
favorably: 

“Modern Views on Digestion and Gastric Dis- 
ease,” by Hugh Maclean. (Published by Paul 
B. Hoeber & Co., New York.) 

“Modern Methods in Heart Disease,” by 
Francis Heatherley. (Published by Wm. Wood 
& Sons Co.) 

James H. Hutton, Chairman. 





BOOZE AND BEVANISM PROVE BOOTLEG 
COMBINATION TOO STRONG FOR 
ETHICAL PHYSICIANS TO 
STOMACH 


Protests FrLoop County Soctety Counctts 
AND EDITORIAL OFFICES 
Tue CHAIRMAN OF THE CoUNCIL ON MEDICAL 
EpucaTion AND Hospitats Speaks WITH 
THE SELF ARROGATED AUTHORITY OF A 
New Bawa’ ULLAH FOR THE PuysI- 
CIANS OF THE LAND 


Dr. Arthur Dean Bevan smashed an odorifer- 
ous egg in his sweeping public accusation of 
“hootlegging,” made against his fellow-practi- 
tioners. Sentiment among physicians towards 
this false and unjust charge may prove to Dr. 
Bevan something that he has not learned: That 
it is easier to crack an egg than to put it together 
again. Also that sulphuretted hydrogen has 
especially staying qualities. 

“More than ninety-nine prescriptions out of 
a hundred written for a pint of whiskey are boot- 
legging prescriptions and are a disgrace to the 
great medical profession.” 

This statement, made by Dr. Bevan on Feb. 
14 in Chicago during the annual congress of 
the council on medical education and hospitals 
of the A. M. A., of which the veteran surgeon is 
chairman, was reported broadcast: in the lay 
press. 

Simultaneously the voice of the profession was 
heard in protest all over the land. Men and 
women, both prominent or comparatively obscure 
in the practice of medicine, and who do not use 
alcohol themselves in any form, and who rarely 
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if ever prescribe it, were cut to the quick and 
choked with righteous indignation. 

Letters have been written in wrath taking issue 
with Dr. Bevan’s remarks. The gist of this cor- 
respondence, and the epitome of hundreds of 
telephoned retorts runs, “What right has Bevan 
ic get up in a public meeting and make such a 
statement? How does he know what doctors do 
cutside of himself and his own immediate staff? 
Has he been conducting an investigation of the 
dispensing of medicines all over the land? Where 
does he get his so-called facts? Let him speak 
for himself, until he finds out what he is talk- 
ing about!” 

It is interesting to note that although the 
Journal of the A. M. A., under date of Febru- 
ary 26, 1927, gives the lead article to a publica- 
tion of the speech made by Dr. Bevan at this 
meeting, and printed from a copy sent in by 
him to the Journal in advance of his making this 
speech, that this objectionable statement fails 
to appear. Inquiry at headquarters divulged the 
information that these sentences had been de- 
leted before the paper went to the printer, and 
that the deletion was made in the offices of the 
A. M. A. 

If Dr. Bevan were not at present holding an 
important office with the A. M. A. his arraign- 
ment against his confreres would lack weight 
in the eyes of the laity, even though it could not 
fail to bring the blush of wrath to the faces of 
his fellow practitioners. As it is, there is no 
comfort for these unjustly accused ones to re- 
flect that the race of Judases did not die out with 
that hanging in the ghadow of Calvary. The 
breed lives on, mixed with the blood of reckless 
Ananias and venomous Sapphira. 

If Dr. Bevan has in his library a set of the 
works of William Shakespeare is it amiss to ask 
that he shall turn and read the poignant para- 
graph: 

“Now, in the names of all the gods at once, 
upon what meat does this, our Caesar feed, that 
he has grown so great?” 

With Dr. Bevan, this Gargantuanism appears 
to show itself in the inability to “guide his sense 
of criticism and his art of phillipics as well as 
he does his stethoscope or his scalpel. He has 
said some things that are hard for his profes- 
sional brothers to swallow because it is putting 
a one-man opinion out as a general hypothesis,” 
and also because this one-man opinion is not the 
truth. 
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It may not be, of course, that Dr. Bevan is 
bordering upon the attainment of those delusions 
of grandeur that impel him to believe that when- 
ever he looks into the mirror he views an em- 
bodiment of divine right. Nor that what he 
says is altogether and always just and righteous. 
If Dr. Bevan is of opinions at all of this nature 
—and this whiskey pronouncement would ap- 
pear to be an index of some such condition— 
then someone should tell him directly and force- 
fully that he is traveling on the way that makes 
everyone else fatigued beyond endurance. Also 
that for less vicious and more excusable mud- 
slinging than this many a better man than he 
has been called to strict account. 

His attack is all the more terrible and out- 
rageous because it was a knife thrust in the dark. 
The very men who helped to put him where he 
is among the organized officialdom of their pro- 
fession were absolutely at his mercy when he got 
up and made this attack upon their medical 
ethics and their loyal and honorable citizenry. 
They were defenseless. Thousand of physicians 
throughout the country failed to realize that all 
but one per cent. of themselves, according to 
Dr. Bevan, were lawbreakers and federal crimi- 
nals until this information was distributed from 
Maine to Mexico by the power of the lay press. 

In that press, Dr. Bevan was quoted correctly. 
There was no mitigating circumstance. In fact 
he went right along as one paper and one corre- 
spondent remarked and “red-lacquered the pro- 
fession in the red-lacquer room of the Palmer 
house.” 

Now the subject of Dr. Bevan’s paper was 
“The Need of Teaching Medical Ethics.” It is 
surmised that there could be fewer charities 
greater than teaching Dr. Bevan that “learning 
begins at home.” In the introduction to his talk 
Dr. Bevan said, “Possibly the most essential asset 
in life is character—the acceptance of a moral 
code to guide our actions.” 

Does Dr. Bevan consider it moral to assault 
the dignity of his confreres by an accusation that 
it would probably cost him much time and money 
to support and that he can not substantiate. 
Since when did Dr. Bevan become a public and 
private upholder of the tenets of the blue and 
white ribboners? And has he read that of which 
he speaks, so fluently in his address, that sec- 
tion of the “Principles of Medical Ethics,” of the 
American Medical Association dealing with 
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“The Duties of Physicians to Each Other and to 
the Profession at Large”? One would consider 
ihat to speak the truth intelligently would be 
one of the first points emphasized, first, last and 
always. Further information is given that other 
objectionable and undignified features of Dr. 
Bevan’s paper beside the one-per-cent-whiskey 
affair was cut from his paper as submitted for 
publication in the Journal of the A. M. A. 

Now if that statement is a sample of what 
was deleted, then God help the profession from 
any more Bevanism. For that one-per-cent-leg- 
itimate, 99-per-cent-bootleg statement of Dr. 
Bevan is a gratuitous, false and insulting re- 
mark. 

There is as much excuse for Dr. Bevan’s stat- 
ing to the world at large or to any of his chosen 
confidantes that more than ninety-nine per cent. 
of the prescriptions written for whiskey are boot- 
leg as there would be for the world at large or 
for any member of the profession to assert that 
hecause a few doctors are constantly saturated 
with liquor that doctors form a profession of 
inebriates. 

To blackguard the profession appears to be a 
favorite indoor sport of some physicians. How 
terrible to be a bird that befouls its own nest! 
Only too often this traducing of their own pro- 
fession is done in a mad lust to secure a tem- 
porary aid sensational publicity. These com- 
plexes—abused though the term be—that incite 
some men and women to satisfy this spotlight 
craving at any cost are never the results of a 
well balanced mentality, nor do they emanate 
from a “mens sana in corpore sano.” Instead 
such mountebank tricks bespeak a man, “Wiser 
in his own conceit than seven men that can 
render a reason.” 

To remedy such a condition is often hopeless, 
even though a man be pulled down from his 
tinsel covered, cardboard throne. Can any mod- 
ern voice be more poignant in its advice than that 
proverb reading “Though thou shouldest bray a 
fool in a mortar among wheat with a pestle, yet 
will not his foolishness depart from him.” And 
such will continue to put out as a general hypo- 
thesis what is merely a one-man opinion or 
hezard. 

It might seem that nothing that Dr. Arthur 
Dean Bevan has ever done for his profession 
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would help it quite so much as his taking him- 
self out of it. 

Dr. Bevan has clearly outlived his usefulness 
in his present official position in the American 
Medical Association. His nauseating monoton- 
ous monologue of abuse of the profession that has 
honored him far beyond reason, coming year after 
year in never ending tirade, is “too much.” 





GREAT BRITAIN FOLLOWS IN FOOT- 
STEPS OF MEDICAL PROFESSION 
IN UNITED STATES IN QUES- 
TION OF HEALTH EDU- 
CATION OF GENERAL 
PUBLIC 

Again does the American physician have op- 
portunity to pat himself on the back for his 
wisdom and vision in behalf of the progress of 
medical science. 

Controlled publicity for discoveries in medicine 
and for the application of these discoveries 
emerged long since from its swaddling clothes, 
here in the United States. Illinois, it is a mat- 
ter of pride to remark, is one of the states at the 
forefront of the movement to let the public know 
what the medical profession is doing in order to 
bestow on our civilization that sine qua non for 
success—health. 

Great Britain has been canny enough to “take 
a leaf out of America’s book.” Recently one of 
the leaders of medical progress in the United 
Kingdom, Sir Thomas Horder, told the British 
Medical Association that “the public demands 
public health lectures and must have them.” 

The titled Briton might have gone a step fur- 
ther and told his confreres what American phy- 
sicians found out long ago, that to take the 
publie into its confidence was the surest way 
that the medical profession could find, to protect 
the public from its inherited belief in the primi- 
tive traditions of medical magic. This is an age 
of miracles. Our everyday conveniences from 
telephone, gas and electrical stoves and heating 
and illumination and vehicles propelled by chemi- 
cal and mechanical means would have been 
almost unbelievable wizardry so recently as a 
century, or even a half century ago. 

Doctors have been so busied in finding out the 
speediest fashion in which to make the people 
well and in doing it, that they sat absorbed in 
these tasks until chance brought to their notice 
the outrage happening all around. This outrage, 
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worse than any Armenian atrocity, was the pil- 
laging and pilfering by charlatans of medical re- 
search and the turning of this arrant thievery to 
their own pecuniary profit at the expense of their 
victims. A name, the principle of a method, the 
elements of a theory are easily appropriated by 
any man willing and eager to stop long enough 
to hear about them. Let this man be so vicious 
as to arrogate to himself a skill that he possesses 
not, buy up plenty of advertising space in the 
lay press, hire enough lecturers to cover every 
town in the county, put on a sublimated medicine 
show, and watch the suckers run! 

A suffering public, as has well been said in a 
recent issue of Liberty, “make all haste to patron- 
ize those charlatans and quacks, who are free to 
use publicity, have seized upon the newest meth- 
ods, and lacking either education or experience 
are preying upon patients and doing great harm 
through the ignorant misuse of modern methods.” 

To combat this prostitution of science at the 
expense of ailing humanity, the problem of pub- 
licity that would be impersonal as to the indi- 
vidual doctors yet just and fair to the most 
essential modern science is being combated in the 
United States through bureaus of lay education, 
sanctioned and sponsored by the national, state 
and county organizations of ethical doctors. 
While such work hitherto may have been un- 
ethical in Great Britain, the bars were let down 
long since in America, 

The Illinois State Medical Society, for exam- 
ple, can cite with pride to the work done by its 
committee in charge of such education. 

The giving of public health lectures, whether 
by radio broadcasting, in halls and through the 
lay press, while an innovation in the United 
Kingdom, is taking on the aspect of a settled 
custom in the United States. This countenanc- 
ing and encouraging of information as to where 
a4 man can go to secure proper treatment when 
he is ill, and of how many new methods and 
appliances there are for both prophylaxis and 
cure of all “the ills that flesh is heir to,” is as 
necessary in this advancing civilization as a di- 
rectory of streets or of motor routes. 

Let not the most conservative feel that this is 
a weakening of the barrier of “ethics” that 
potent, yet invisible line, dividing the “false and 
true.” 
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COUNTY MEDICAL SOCIETIES SHOULD 
HOLD DECISION AS TO LAY CO- 
OPERATION IN PUBLIC 
HEALTH EDUCATION 

Co-operation of educational committees and lay 
organizations must of necessity be guided by 
some sense of ethics. It would seem requisite, 
at the outset of an intensive campaign to give 
health information to the public, that no errors 
should be made as to which groups of lay edu- 
cators the medical profession extends the hand 
of co-operation. 

In order to avoid invidious contacts it should 
be made plain without delay that lay groups in 
any locality with which ethical physicians plan 
to co-operate will be submitted for the approval 
of the county medical society, the decision of 
which society shall be arbitrary. 

Lay organizations frequently misunderstand 
the position of organized medicine in the general 
health movement. There have been instances 
when the contact of the lay group has not been 
with the representatives of organized medicine, 
but in certain instances -with individuals who 
did not represent the medical society. For mutual 
protection and achievement of the requisite end, 
this county decision would appear to be indi- 
cated. In case of doubt on the part of the local 
society, communication should be had immedi- 
ately with the Education Committee of the State 
Society at 58 East Washington street, Chicago, 
and the matter referred for prompt advice and 
counsel. 





THE NURSING SITUATION 

The question of the training of nurses also 
deserves consideration. Many physicians believe, 
and rightly, that the present demands of the 
trained nurse as to pay and hours are excessive 
and beyond reason, and further that by various 
rules of their organizations, and laws passed 
through their efforts, standards have been set up 
which are extreme and keep out of training 
many capable women. 

On the other hand, there is much reason in 
the demands of the woman who is permitted to 
append the letters R. N. to her name. In many 
instances she must be a high school graduate 
before she is admitted to a training school. This 
means a period of self maintenance, or mainte- 
nance by parents; that it is an unproductive 
period so far as financial returns are concerned. 
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Then she is forced to spend full three years in 
the hospital, where she works hard, and is re- 
quired to store her mind with many things far 
beyond her future sphere of usefulness. If you 
examine the books for nurses now on the market 
you will find they deal with fairly advanced 
bacteriology, embryology, minute anatomy even 
to the extent of stating the epithelium lining the 
different parts of the alimentary canal, chemis- 
try, physiology, materia medica, and other sub- 
jects. On these topics she is examined by the 
staff if she is to graduate and then is asked ques- 
tions by a state board of examiners along these 
lines and has to pay a fee for it. During her 
period of training her pay has been usually very 
scanty. In other words, she has done a large 
part of what a medical student has done and a 
lot of hard manual labor and night work which 
he has not done. 

Manifestly every one today, nurses, doctors, 
and by no means least, patients, are suffering 
from another attempt at the fixation of things 
by standards. Laws have been pssed which say 
that a woman shall not announce herself as a 
registered nurse unless she has reached certain 
standards and a condition has resulted which 
is equivalent to passing a law that every woman 
who takes care of the sick shall have a highly 
trained mind. The specious argument is made 
that no untrained person should be permitted to 
care for the sick and then this self-evident fact 
is extended so that no one except a super-trained 
woman shall do so. The result is that the laws 
designed to protect or help the sick defeat their 
purpose, for the number of sick who can afford 
to pay a nurse $35 to $45 a week, her board and 
washing, is very limited, and, if the patient is 
very sick, can still less afford to pay for three 
nurses on eight-hour shifts, or even two on 
twelve-hour shifts. No vocation in life can be 
run on such a rigid basis, much less one charged 
with service to humanity. 

Attempts have been made to have laws passed 
to the effect that nurses shall be allowed to work 
only eight hours. We have, therefore, in this 
matter of nursing another instance of the abuse 
of standards. The remedy undoubtedly lies in 
meeting demands as in all branches of business. 
Certain well qualified women of high mental 
capacity should be trained to be super-nurses so 
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that they could supervise the preparation of a 
surgical clinic, prepare ligatures, make certain 
tests, and carry out or prepare to carry out, 
laboratory tests. But the great mass of women 
who possess enough tact and ability to nurse the 
sick never need such training and never use it. 

The woman of good intelligence who has 
passed one year or even six months in the wards 
of an active hospital is perfectly qualified to 
nurse every case of typhoid fever or pneumonia 
that will occur. Furthermore, she is qualified 
to look after the majority of surgical cases 
unless the surgeon has no assistants or is so busy 
that he does not do the dressing himself. Spe- 
cial training may be needed for a nurse in a 
bronchoscopic clinic or in an eye clinic, but this 
could readily be given in an additional postgrad- 
uate course of a few weeks. To use a somewhat 
crude simile, at the present time we might as 
well say that no man shall be employed as a 
clerk in a store or a bank unless he shall first 
have passed three years with practically no pay 
but hard labor in a clerking school. It is en- 
tirely correct to have certified public account- 
ants, but it is recognized that such training is 
utterly absurd for clerk or salesman who per- 
form ordinary tasks. 

If my thought is to be formulated, the letters 
Rk. N. should mean that the individual is a 
highly trained, extra-trained woman. Or that 
such a nurse be identified with the letters 
S. R. N., the “S” meaning “Special.” At pres- 
ent all of them, good, bad or indifferent, have 
the same designation, and many of them capable 
of passing an excellent but difficult written ex- 
amination are not as well qualified to deal 
with a sick person as a woman who has tact, 
gentleness and certain essential personal quali- 
ties even if she has no training at all. Educa- 
tion is less needed than intelligence. The mystic 
symbol R. N. means no more to the physician 
when he seeks a nurse for a given case than 
would the letters X. Y. Z., for in nursing, even 
more than in the practice of medicine, the per- 
sonal attributes of the nurse are the chief factor, 
for she lives with the patient and can make his 
or her illness as happy as possible or as unhappy 
as possible. I have had an untrained woman 
take the pulse, respiration and do all necessary 
things with the utmost satisfaction to patient, 
family, and myself and I have had a “trained” 
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woman upset the whole menage to such an extent 
that the patient lay awake all night; so did the 
father and mother, and the servant rebelled, so 
that she was a curse instead of a benediction. 
Recently, in my experience, a R. N., placed on 
night duty, with no service required save that 
she be on watch, went to sleep two consecutive 
nights on a couch she prepared for herself and 
when asked what she meant by such conduct said 
she went to sleep “because there was nothing to 
do.” She was as guilty as is a sentry who, if 
he goes to sleep on duty in war time, is shot 
because he has endangered that which he was 
trusted to guard These faults were not due to 
“training,” except her mistaken feeling that as 
she was “trained” she was at liberty to do as 
she chose. The letters R. N. simply indicated 
that while she had passed the state board the 
one thing it had failed to test as to her fitness 
was common sense and sense of duty. 

We ought to have nurses trained one year and 
licensed if you will, others trained two years, 
and still others trained possibly five years for 
some special service, and we ought to insist on 
this not for the sake of nurses, but for the sake 
of hosts of sick people who now go without a 
nurse just as they go without other high priced 
luxuries, At present hospitals require an excess 
of training for three years because the nurses 
have obtained laws making a three-year course 
essential. 

I repeat that to expect a woman to put in 
three years of hard physical work and study and 
ask her to take what is small pay in view of 
these efforts is unjust. It is right and proper, 
however, that a woman should be taught to be 
useful in the sick room by a brief course and 
receive less pay than her highly trained sister, 
and this is what the demand should be, unless 
Wwe are going to standardize butlers, clerks, 
clergymen, lawyers, actors, car conductors, ete. 

On occasion like this flowers and flowery 
words are profusely distributed. Nurses are told 
that they belong to a “profession” in the sense 
of a standard of high ideals. There is danger 
of the modern nurse losing ideals and making 
her pursuit a trade in which the motto is “take 
all the cash the traffic will bear.” Ultimately 
such errors lead to their correction by force of 
circumstances and the correction will in my 
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belief lie in this that the large demand for 
nurses will be met by hospitals training a cer- 
tain number for only six months or one year 
and giving them a certificate to that effect. A 
legislative act may prevent her from being an 
“R. N.,” but no law can prevent me as a physi- 
cian, or any man as a citizen, from employing 
a respectable woman to take care of his sick. 
Labor union methods may be needed in certain 
trades, but are anathema if one thinks he or she 
is a member of a profession. From Hobart A. 
Hare, M.D., to the graduating class of the 
Training School of Lankinau Hospital. 





CALLS FOR U. S. CONFERENCE ON 
BOOZE DEATHS 

Dr. Mathias Nicoll, Jr., State Commissioner 
of Health, New York, has suggested to the 
United States Surgeon General that he call a 
national conference to consider the alarming 
increase in deaths from alcoholism which is 
“fully as disturbing as the increase of deaths 
from cancer and heart disease.” 

The conference which “would discuss possible 
ways and means of prevention or reducing to a 
minimum this menace to the health of our coun- 
try,” will be called at Washington in May, Dr. 
Nicoll believes. 

DEATHS CONSTANTLY INCREASING 

“Alcoholism in this country is at present the 
cause of death and sickness of ever increasing 
thousands,” Dr. Nicoll says. “Whether it can be 
controlled or even modified by police regulations 
1emains to be shown. That it is not being so 
controlled must be obvious to any unprejudiced 
mind.” 

TOLL BY STATES SHOWN 

“In Florida the 1926 rate,’ Dr. Nicoll dis- 
closed, “was nearly three and one-fourth times 
that of 1920; in Minnesota it was five times that 
of 1920. In New York the rate was almost six 
times. For the whole United States registration 
area, the rate in 1925 was over three and one- 
half times what it was in 1920.” 

Dr. Nicoll said that the records of one insur- 
ance company reveal that alcoholism accounted 
for 2,270 of deaths in sixteen million insured 
policy holders in this country, while of the mil- 
lion policy holders residing in Canada only 
twenty-five deaths occurred from this cause. 
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A DOCTOR FOR ADMINISTRATOR OF 
FEDERAL PROHIBITION IN 
THIS DISTRICT 

The medical profession is entitled to have one 
of its members as Administrator of the Prohibi- 
tion Department in this District. 

Congress has placed in our hands the prescrib- 
ing of liquor for our patients, where such medi- 
cation is needed, circumscribing our actions by 
many rules and regulations. These rules and 
regulations are susceptible of different interpre- 
tations, and this latitude of interpretation may 
make us law violators, whatever our intentions. 
If a doctor transports a bottle of whiskey to a 
pneumonia case, is he within his rights? It is 
certain that this patient cannot go to the drug 
store, but is he in conspiracy with the druggist 
and doctor to break the law if he sends to the 
drug store for whiskey ? 

In the profession in this community there are 
many men with administrative ability sufficient 
to carry with credit the responsibilities of this 
Prohibition District. 

It is high time for the medical profession to 
receive from the Government the recognition due 
when appointments are considered for adminis- 
trative offices where the welfare and interests of 
the profession are concerned.—Bulletin Chicago 
Medical Society. 





A CHIROPRACTIC BILL BEFORE ILLI- 
NOIS LEGISLATURE—GET WORD TO 
YOUR LEGISLATOR ON LICENSE 
AND MISCELLANY COMMITTEE 
The chiropractic bills known as House Bills 
127 and 128 introduced by J. Robert Moore of 
Kewanee amends Section 60 of the civil admin- 
istrative code to create a board of five chiroprac- 
tors, fixing their qualifications, to act as a board 
of examiners in the matter of licensing chiro- 
practors. Provides for the registration of chiro- 
practors by the department of Registration and 
Education ; defines the practice of chiropractice ; 
fixes the requirements for a certificate of regis- 
tration; prescribes the examination for appli- 
cants; exempts practicing chiropractors from 
taking examination; provides for the registra- 
tion of licensees of other states and fixes exami- 


nations, license and renewal fees. 
These bills are furthered and financed by 
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unlicensed chiropractors and a few licensed 
chiropractors who have aspirations to qualify for 
the Board of Examiners, if the bills are success- 
ful. The proposed act is loosely drawn, it has 
the usual “open gate” clause which makes it 
retroactive, taking in the many hundred now 
unlicensed chiropractors and many others having 
attended schools with practically no supervision 
or equipment. Any one interested in reading 
these bills may obtain a copy gratis from Dr. 
John R. Neal, chairman of the Legislative Com- 
mittee, Ferguson Bldg., Springfield. 

The chiropractic bill is referred to the com- 
mittee on License and Miscellany. Below is a 
list of the personnel of that committee, we ask 
all doctors to make an effort to get word to their 
respective legislators on this committee, asking 
that they vote against the bill in committee. 

Following are the names and addresses of the 
License and Miscellany Committee before which 
the Chiropractic Ball is now pending: 

Leroy M. Green, Rockford. 

Peter S. Krump, 1700 Washburne Ave., Chicago. 

Chas. E. Marinier, 3500 W. Jackson Blvd., Chicago. 

Claude L. Rew, Harrisburg. 

Michael R. Durso, 1012 Milton Ave., Chicago. 

Sherman W. Eckley, Peoria. 

Henry Eisenbart, Waterloo. 

George T. Kersey, 656 Bowen Ave., Chicago. 

Chas. A. Mugler, 1038 N. Kedzie Ave., Chicago. 

Joseph A. Murray, 141 S. Sangamon St., Chicago. 

Wm. V. Pacelli, 771 DeKovan St., Chicago. 

Carl E. Robinson, Jacksonville. 

Sheadrick B. Turner, 21 E. 28th St., Chicago. 

Calvin T. Weeks, 5850 S. Sacramento Ave., Chicago. 

Chas. L. Wood, Keenes. 

Lee O’Neil Browne, Ottawa. 

Chas. D. Franz, Freeport. 

Matt Franz, 1700 S. Halsted St., Chicago. 

Joseph Perina, 1800 Fisk St., Chicago. 

Joseph Placek, 2347 S, Kedzie Ave., Chicago. 

Charles Coia, 823 Forquer St., Chicago. 

Michael Fahy, Toluca. 

Laurence C. O’Brien, 1234 N. Dearborn St., Chicago. 

Geo. Garry Noonan, 3020 Parnell Ave., Chicago. 

Jos. A. Trandel, 1332 Julian St., Chicago. 

Harry C. Van Norman, 1859 Warren St., Chicago. 

LeRoy M. Green of Rockford is Chairman of 
the Committee. The personnel of the Committee, 
however, leads us to believe that unless some very 
persistent work, in every district where there is 
a Committeeman, is done, it will be reported 
favoraby to the floor of the House. We are ask- 
ing every director to make an individual effort 
to get the proper contact and get to work on 
these Committeemen immediately Please notify 
the Chairman of the Legislative Committee as 
to the attitude, pro or con, after such confer- 
ence. 

Attention is respectfully called to the great 


number of new members on this Committee who 
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have not served in the Legislature before, who 
are from Cook County. We believe the better 
method of reaching these new members is to 
have four or five physicians who are members of 
the Chicago Medical Society, and who live in 
the immediate ‘neighborhood of the Legislator, 
see him personally, for we find a great many 
Legislators come down wholly uninstructed by 
medical men in their districts and they don’t 
care how they vote as long as they are pleasing 
political friends here in Springfield. We believe 
ihe situation demands our utmost vigilance in 
this direction. 





OTHER MEDICAL BILLS BEFORE THE 
ILLINOIS LEGISLATURE 

The following bills are of more or less interest 
to the Medical Profession : 

House Bill No. 24 introduced by Mr. Lyon, 
provides for the establishment, by the Depart- 
ment of Public Health, of a Board of Medical 
Examiners in all municipalities with a popula- 
tion over twenty thousand, and in such other 
communities as the Department may designate. 
The board is to give free medical examinations 
to all applicants, but is not in any case to give 
or prescribe any treatment. 

The need for a bill of this type is not apparent. 

House Bill No. 65 introduced by Mr. Tice, 
amends section 4 of an Act concerning jurors 
by exempting from jury service all legally quali- 
fied veterinarians actively engaged in the prac- 
tice of their profession. 

This is similar to the present law regarding 
physicians. 

House Bill No. 118 introduced by Mrs. Elrod, 
amends “An Act to provide for the physical 
training in the public and all the normal 
schools,” approved June 25, 1915. Gives general 
supervision to Superintendent of Public Instruc- 
tion and provides for the appointment by him 
of a State Supervisor of Physical Education. 

A similar bill to this was up last session, and 
at that time we suggested, and still think, a De- 
partment of this kind should be under the Direc- 
tor of Publie Health and not Education. More 
later, 

Sidney Lyon, of Chicago, introduced a bill 
authorizing the appointing of five Medical Ex- 
aminers for each city of over twenty thousand 
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inhabitants to give free medical examinations. 

Representative Lyon maintains that the cults 
are getting very bad treatment from the medical 
men, 

House Bill No. 131 introduced by Mr. Curran, 
amends sections 2, 4 and 6 of the Act for 
licensing of chiropodists of April 26, 1917; 
alters the definition of chiropody, changes the 
requirements from two to four years of high 
school and from one to two years of professional 
schooling preparatory to examination for state 
license and adds neurology as a subject upon 
which candidate is to be examined. 

This bill is purporting to add massage and 
neurology to the present curriculum and also 
raises the preliminary education from one to 
four years of high school and from one to two 
years of a professional course. Your Committee 
will recommend that neurology and massage be 
deleted from the bill, and from what I can 
gather, the increased school requirements are not 
meeting with favor among a great number of 
the legislators, feeling that it is one of the 
“school” bills tending to usurp the field. 

Senate Bill No. 12, introduced by Mr. Swift, 
amends section 115 of the School Law by giving 
school directors power to employ school nurses. 

Heretofore, School Boards were not permitted 
to employ nurses, as their funds were for build- 
ing buildings and employing teachers. There 
are nearly two hundred school nurses being paid 
from the funds of School Boards at the present 
time, some Boards securing a teacher’s license 
for them and others paying no attention to the 
law. This is a validating act and does not seem 
to be meeting with universal favor among the 
members of the legislature. However, further 
developments may arise at the Committee 
hearing. 

The Osteopaths have broken loose again. They 
have introduced two bills in the House which 
have been referred to the Efficiency and Econ- 
omy Committee. These bills are intended to 
make full-fledged physicians out of Osteopaths 
and grant an Osteopathic Board, which, of 
course, would set up a dual standard for the 
practice of medicine in all its branches. 

The County Health Officer bill has been re- 
ported out of the Public Health Committee in 
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the Senate, Already it is in a jam, because the 
bill mentions nurses and does not indicate regis- 
tered nurses. The Illinois Association of Regis- 
tered Nurses is hostile because Senator Bohrer 
will not include the word “registered” as re- 
quested by them, because one of her proteges, a 
practical nurse, has worked in McLean County 
for years and she does not care to have her dis- 
turbed. The nurses threaten dire things if the 
bill gets over into the House. 

Address all inquiries pertaining to medical 
legislation to Dr. John R. Neal, chairman of the 
Legislative Committee, Illinois State Medical 
Society, Ferguson Bldg., Springfield. 





MANY STATE SOCIETIES ARE COMPIL- 
ING MEDICAL HISTORY 

A much neglected item in America is at last 
coming into its own. It is the part played by 
medical men in the constructive history of 
America. Many state societies are at present 
engaged in a research that will bring medical 
men into their own. Illinois, Iowa, Nebraska, 
Michigan, California, and several other of the 
State Societies have committees working on the 
problem of writing the medical history of their 
respective states. Michigan, the latest addition 
to the long list, has the following comment to 
make in the February issue of its official journal: 

It is a monumental task and withal a highly 
important one, that a Committee of the State 
Medical Society is designated to perform—that 
of compiling a Medical History of Michigan. 
This is a work that perhaps should have been 
begun years ago and carried on in connection 
with that of the State and County Historical 
Societies. Through the lapse of time much of 
the personal and the anecdotal which lend a 
piquant flavor to a literary undertaking of this 
sort is necessarily lost. Michigan has been ex- 
ceptionally favored in physician personnel and 
the drama of daily doings in which its medical 
actors participated during the romantic period 
of the State’s early development, should be a 
fascinating record. How much material is still 
available to this end is problematic. It need 


scarcely be hoped that the present Committee 
can do more than make a crude beginning, but 
if it should succeed in assembling considerable 
data of importance for its successors not a little 
wi'l have been accomplished, 
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MEDICINE SHOULD NOT BE UNDER 
STATE AND FEDERAL CONTROL 

An editorial in the February, 1927, issue of 
the Journal of the Michigan State Medical So- 
ciety is the following comment on State Medi- 
cine: 

The doctors have begun to get in their shots 
to Monday’s statement by Surgeon General 
Cumming of the United States health service, 
‘ielivered at the public health conference in Lan- 
sing, to the effect that medical service should 
he under state and federal control. 


“Such a scheme,” declares Dr. Angus McLean 
of Detroit, “would destroy the scientific and 
social incentives which have brought the great 
majority of medical men into the profession, 
and upon which the advance of medical science 
must depend. It would be a mistake to reduce 
all medical service to the type of dead-level and 
directed routine work typical of a factory. I 
hope the medical profession has too much 
strength, pride and dignity, and sees too clearly 
the service it owes to society, ever to submit to 
its direction, control and remuneration at the 
hands of politics.” 

That is a strong and logical answer from a 
public-spirited physician. It probably represents 
the general reaction of physicians throughout 
the United States to Surgeon General Cum- 
ming’s proposal, as well as the public point of 
view, State medicine is medical socialism, and 
a nation of private enterprises does not react 
kindly to it. 

The bugaboo of physicians in this regard is 
the case of England, where state medicine on 
the insurance plan is actually in effect. But the 
important difference is that Surgeon General 
Cumming is no Lloyd George. The British plan 
of contributory insurance for sickness and in- 
validity was the exclusive achievement of the 
great little Welshman, who fought it through 
despite the original opposition of practically the 
entire British medical fraternity, the Conserva- 
tive party and most of the British public. 

Until somebody with the genius and convic- 
tion of Lloyd George rises to make state medi- 
cine a crusade there seems to be little danger of 
its adoption in America. We have accepted fed- 
eral maternity benefits only with much protest. 
City clinics for the poor must be circumspect 
to an almost ridiculous point to avoid censure. 
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Even the plan of state compulsory compensation 
insurance for automobile accident victims meets 
the ery of “Socialism!” On the whole, it seems 
rather unlikely that Surgeon General Cumming’s 
views will prevail in the United States. It is 
true that a large number of “in-between” people, 
neither destitute nor capable of paying without 
deprivation the necessarily high fees of modern 
hospitals, physicians and nurses, are caught in 
something like a millstone as matters stand. 
The clinics are often closed to them even if their 
sense of independence would not reject any re- 
sort to charity service. The consequence is a 
habit of dodging the doctor until the last pos- 
sible moment, which often is the most expensive 
plan in the end. 

Possibly the answer in America will be a 
wider popularization of the plan of preventive 
medicine, the annual health examination, for 
example, and an increase of private sickness in- 
surance.—Grand Rapids Press. 





HAREM GOVERNMENT 

Glee York World, March 14, 1915, Editorial) 

, Various organizations of women, 
W hich probably do not represent 10 per cent of 
the sex, maintain at times a veritable reign of 
terror in legislative bodies by pretending to 
speak in the name of all women. In consequence 
half the country is now bedeviled by some form 
or other of harem government, which is in no 
respect an expression of public opinion. 
The statute books are loaded down with foolish 
laws dictated by a spirit of “The ladies—God 
bless them !” 








“The question is whether America will allow 
itself to be degraded into a Communistie and 
Socialistie state or whether it will remain Amer- 
ican. . . . In this contest there is but one 
place for a real American to stand.” 

President Coolidge. 

(Speech of Sept 5, 1924.) 





TOO MUCH ADVICE ABOUT CHILDREN 
(Washington Daily News, June 18) 
By Mrs. Walter Ferguson 
Have Many Experts 
Today we mothers have the psychology ex- 
perts, the kindergarten fans, the child culture 
theorists, the wise men from the courts. We 
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hear from the social service workers, and the 
unmarried women, the actress and the opera 
singer, and all of them have something fine to 
tell us about how we shall rear our children. 
Much of our present muddle comes from the 
fact that we try to listen intelligently to so many 
different people. 

About the only successful way to bring up 
children is to tackle the job yourself and figure 
out the best way, according to the strangeness 
and the mysterious nature of the child with 
whom you must deal, 

CAN'T LEARN FROM BOOKS 

You have to bring intelligence to the task. 
You can’t learn from lectures, nor school books 
the qualities which will enable you to train boys 
and girls. Only the Lord can actually help you, 
and it is best not to leave too much of the job 
to Him. 

All the children in one family may be as 
unlike in nature as if they were strangers. Kach 
of them will demand a different rule for his 
rearing. You simply can not manage them all 
in the same way. 

If we mothers would only get down to busi- 
ness and do our very best to look after our own 
children there would be no need of so many 
organizations to look after the rising genera- 
tion. 





STATE MEDICINE MOVES ON 

In announcing the completion of the new 
North End Clinie’s home, the gift of Mrs. Leo- 
pold Wineman, we are interested in the comment 
that as soon as feasible the clinic will be put upon 
the basis of the Cornell Clinic in New York, 
where it is claimed that success has attended the 
effort to shoulder some of the burdens of the 
high cost of medical service for those of small 
means. We may add that much criticism has 
attended “the successful operation” of the Cor- 
nell Clinic in New York since it is alleged to 
effect the results attendant upon any commercial 
organization for medical treatment as far as fees 
and dividends are concerned. It has been stated 
that the great majority of the “needy” cannot 
afford service through the Cornell Cinic. 

Another approach towards state medicine and 
an indication of the trend of lay thought is dis- 
closed in a news item published in a Y. M. C. A 
periodical, “Detroit Young Men.” .On October 
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26, 84 men voted in favor of the adoption of 
what they are pleased to term a health insurance 
plan whereby the services of a physician shall be 
available to men in the dormitory at all times at 
no other cost than a monthly fee not exceeding 
fifty cents. The insurance would cover all cases 
of sickness and first aid attention in accidents 
and the physician would also be on call for men 
confined to their beds. 

We note that there were 39 men who opposed 
this plan—we wonder why. Have they by any 
chance been made familiar with the disinterested 
care which attends such schemes of cheap serv- 
ice? The Panel system in England discloses con- 
stant dissatisfaction among the beneficiaries. 

We mention these two news items not so much 
in criticism, as to indicate the trend of the times 
—as indicative of the feeling that health is a 
hirthright—perhaps it is. The question, how- 
ever, arises as to the best way of conserving one’s 
birthright. Is it a financial question? There are 
abuses that prevail in the practice of medicine as 
there are in the practice of law, selling of gro- 
ceries, and the publication of “gyp ads” in the 
newspapers. But they are not common abuses. 
The “suffering public” usually gets what it pays 
for.—Bulletin Wayne Co. Medical Society. 





ANOTHER DECISION IN FAVOR OF THE 
MEDICAL PRACTICE ACT HANDED 
DOWN BY THE ILLINOIS 
SUPREME COURT 


THE PEOPLE OF THE STATE OF ILLINOIS, DE- 
FENDANT IN Error, v. A. HAWKINSON, 
PLAINTIFF IN ERROR 


Mr. Justice Heard delivered the opinion of the 
court: 

September 3, 1925, an information on behalf 
of the People of the State of Illinois was filed in 
the county court of Hancock county, the first 
count of which charged that plaintiff in error on 
the second day of September, 1925, held himself 
out to the public as being engaged in the diag- 
nosis and treatment of ailments of human beings 
as a business or profession, without having a 
license as required by the Medical Practice act. 
The second count charged that on September 2, 
1925, he treated human ailments by a system or 
method known as chiropractic without having a 
license so to do. February 1, 1926, plaintiff in 
error filed a plea in bar, to the effect that at-the 
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April term, 1925, of the county court of Han- 
cock county he was tried and convicted for the 
same offense as that alleged in the information 
of September 3, 1925. The State’s attorney filed 
a demurrer to this plea, which demurrer was 
sustained. Plaintiff in error then entered a plea 
of not guilty, and upon trial by a jury he was 
found guilty upon both counts of the informa- 
tion. Motion for a new trial being overruled 
he was sentenced on each count to pay a fine of 
$100 and to be confined on the Illinois State 
farm at Vandalia for the term of sixty days, the 
sentences to run concurrently. To review this 
record plaintiff in error has sued out a writ of 
error from this court. 

It is first contended by plaintiff in error that 
the Medical Practice act, and particularly that 
portion of it prescribing the requirements of an 
applicant for a license for the practice of any 
system or method of treating human ailments 
without the use of drugs or medicines and with- 
out operative surgery, is unconstitutional, in 
that it provides that before an applicant may 
take an examination he must be a graduate of 
a school which is reputable and in good standing 
in the judgment of the Department of Registra- 
tion and Education. Plaintiff in error’s position 
is that this is a delegation by the legislature of 
its legislative functions to said department, and 
is therefore invalid. Legislative power is the 
power to enact laws or declare what the laws 
shall be. Judicial power is the power which 
adjudicates upon the rights of citizens and to 
that end construes and applies the law. The legis- 
lature cannot deal with the details of every par- 
ticular case, and the manner of executing a law 
must necessarily be left to the reasonable discre- 
tion of administrative officers, and the exercise 
of that discretion does not constitute the exer- 
cise of judicial power. (Board of Education vs. 
Board of Education, 314 Ill. 83.) An adminis- 
trative agency empowered to issue licenses to 
engage in certain professions must necessarily 
exercise quasi judicial power in determining 
whether a license shall be issued, but the exercise 
of this power is only incidental to the duty of 
administering the law relating to the regulation 
of a particular calling or profession, and in s0 
doing it is not exercising judicial power within 
the meaning of the constitutional provision that 
no person or collection of persons being one of 
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the three departments of the State shall exercise 
any power properly belonging to either of the 
others, except as in the constitution expressly 
directed or permitted. (Italia America Ship- 
ping Corp. vs. Nelson, 323 Ill. 427.) While the 
legislature cannot arbitrarily interfere with the 
enjoyment of rights guaranteed by the constitu- 
tion and cannot invest any board or commission 
with arbitrary discretion, which may be exercised 
in the interest of a favored few or which affords 
opportunity for unjust discrimination, (Noel vs. 
People, 187 Ill. 587), it is a matter of common 
knowledge that in the past there have been medi- 
cal schools of all kinds, from those of the high- 
est standing to the fake school or so-called 
“diploma mill,” and manifestly it would be abso- 
lutely impossible for the legislature itself to pass 
upon the qualifications of all the various schools 
in the country and upon the qualifications of 
their graduates, and this power must therefore 
be lodged in some administrative body. Section 
20 of the act provides that the “act shall not be 
so construed as to discriminate against any sys- 
tem or method of treating human ailments, or 
against any mediéal college, or any professional 
school, college or institution teaching any system 
or method of treating human ailments.” The 
department, under the act, is not permitted to 
act arbitrarily, and its actions in the premises 
are subject to review by the courts. (People vs. 
Witte, 315 Ill, 282.) The act itself fixes mini- 
mum standards of professional education to be 
enforced by the department in conducting exam- 
inations and issuing licenses. In People vs. 
Walder, 317 Tll. 524, (a case in which a chiro- 
practor contended that this act was unconstitu- 
tional), this court said: “This act meets the 
constitutional objections which rendered void the 
earlier medical practice acts and is valid legis- 
lation.” 

The only other point discussed by plaintiff in 
error is that the court erred in sustaining a 
demurrer to the plea in bar of former conviction. 
There was a plea of not guilty in this case, and 
under our Criminal Code a plea of former con- 
Viction or acquittal is unnecessary, and a defend- 
ant may under the plea of not guilty introduce 
evidence of a former conviction or acquittal. 
(Hankins vs. People, 106 Ill. 628; People vs. 
Brady, 272 id. 401.) It was therefore not error 
to sustain the demurrer. (Hankins vs. People, 
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supra.) The record of the former conviction was 
competent evidence in this case, but the uncon- 
troverted evidence in the case shows that after 
the filing of the information alleged in the plea, 
and prior to the filing of the information in the 
present case, plaintiff in error was guilty on both 
counts of the information, and the result in this 
case could have been in no manner affected by 
the introduction in evidence of the record of the 
former conviction. No point in made in plain- 
tiff in error’s brief and argument that the court 
erred in its rulings upon the admission of evi- 
dence. 

The undisputed evidence shows that defendant 
is guilty in manner and form as charged in both 
counts of the indictment, and the judgment of 
the county court must therefore be affirmed. 

Judgment affirmed. 





PROGRESS OF THE MEDICAL AND 
DENTAL ARTS CLUB 


The annual meeting of the Medical and Den- 
tal Arts Club was held on Tuesday, Feb. 15, 
1927. In accordance with a notice which had 
been duly sent to each member, 122 members 
were present in person or by proxy. After re- 
ports from the various officers, boards and com- 
mittees of the progress of the past year, formal 
resolutions approving the acts of the officers and 
the board of directors were unanimously adopted. 
The following resolutions were also adopted: 

Resolved, that the members of the Medical and 
Dental Arts Club do hereby give the consent of 
the corporation and do hereby authorize the 
Board of Governors and the officers of the cor- 
poration to borrow money to be used for the 
purpose of the corporation and to pledge its 
property therefore, in addition to all other 
moneys heretofore borrowed by the corporation 
either for taking up the present 7 percent. second 
or junior mortgage bonds in the principal amount 
of $430,000 or any part thereof by a mortgage 
to the Continental and Commercial Savings Bank 
as trustees and by executing and delivering sec- 
ond or junior mortgage bonds of a new issue but 
of a greater amount in lieu thereof, and by plac- 
ing a new and additional junior mortgage on the 
property of the corporation and to execute and 
deliver any and all bonds, notes, trusts, deeds, 
mortgages, statements and other papers in con- 


“nection therewith, all in the discretion of the 
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Board of Governors with regards. to amount, 
terms, conditions, rate of interest, maturities, dis- 
count and sale price. 

Resolved, that the Board of Governors and the 
officers of the Medical and Dental Arts Club be 
and they are hereby authorized in their discre- 
tion to organize a building corporation to take 
and hold title to the corporation’s building and 
site as, if and when they may deem such action 
desirable and in connection therewith they are 
hereby expressly authorized to fix the terms and 
proportions for the issuance and distribution of 
capital stock to and among the members of the 
corporation according to their rights and classes 
of membership and for the issuance and sales of 
stock to non-members and relative rights, inter- 
est and privileges which each class of capital 
stock of said building corporation, and the acts 
and proceedings of the Board of Governors and 
of the proceedings of the corporation in the 
formation of said building corporation and the 
issuance and distribution of said capital stock 
among the respective members and the issuance 
and sale of capital stock to the non-members are 
hereby confirmed, ratified and approved. 

The following members of the Board of Gov- 
ernors and officers were thereupon elected : 

Governors, to hold office until the annual meet- 
ing of the year 1930: 

Dr. M. M. Printz, D. D. S. 

W. A. Pusey, M. D. 

Dr. Jeremiah H. Walsh, M. D. 

Officers to hold office until the annual meeting, 
1928: 

President, John S. Nagel, M. D. 

Vice-President, John H. Cadmus, D. D. S. 

Vice-President, Robert H. Hayes, M. D. 

Treasurer, Harry B. Pinney, D. D. S. 

Secretary, Frederick R. Green, M. D. 

The meeting then adjourned to meet on the 
second Tuesday of January, 1928. 

In accordance with the action of the club the 
Board of Governors since the meeting have car- 
ried out the instructions of members and have 
incorporated the Medical and Dental Building 
Corporation under the corporation laws of TIli- 
nois. The officers and Board of Directors 
of the Medical and Dental Arts Club have been 
elected as officers and members of the Board of 
Directors of the Medical and Dental Building 
‘orporation. Every member of the club who has 
s. membership contract, fully paid up, and who 
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has received a certificate of membership in the 
club will be entitled to receive stock in the build- 
ing corporation in accordance with an equitable 
plan of distribution which is now being worked 
out. 

The building is rapidly nearing completion, 
The contractors are under bond to deliver a 
completed building by May 15, 1927. The out- 
side work on the building is completed, includ- 
ing the walls, roof, floors and permanent parti- 
tions. The elevators are being installed and the 
interior work is progressing rapidly. On _ the 
fifth and sixth floors are a large two-story audi- 
torium and balcony, seating one thousand. This 
will be available for meetings of the larger or- 
ganizations. Leases for the use of the auditorium 
have already been completed with the Chicago 
Medical and the Chicago Dental Societies. This 
auditorium is also available for scientific, profes- 
sional, social and religious organizations needing 
such an assembly hall. 

In addition, the fifth and sixth floors will con- 
tain office space for the Chicago Medical and the 
Chicago Dental Societies. There are also two 
smaller meeting halls, seating from 150 to 200 
each, for the use of the smaller special societies. 
There will also be space especially for such or- 
ganizations as the American Dental Association, 
the Institute of Medicine, the Chicago Medical 
Historical Society and others. For those organi- 
zations wishing to have dinner served in connec- 
tion with their meetings, two special dining 
rooms have been provided on the 23rd floor. The 
22nd floor will contain the main club rooms and 
offices. A lounge and club assembly room. 
32x120, will occupy the entire north side of the 
building. This lounge will be divided into three 
parts—the east lounge containing a large fire- 
place, the central lounge a two-story courtyard or 
patio, in Spanish style, and a west lounge con- 
taining a fireplace, divans, easy chairs, ete. An 
additional space along the west front, 35x25, will 
be utilized for card rooms, billiard rooms, |i- 
braries and reading rooms or whatever the club 
members may prefer. The 23rd floor, in addition 
to the private dining rooms mentioned above. 
will contain the main dining room, seating 450, 
as well as the kitchens, serving rooms, ice-hoxes. 
pantries, etc. 

The rapid development of the Medical and 
Dental Building and its progress in the last year 
shows plainly that there is room for and a de- 
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mand for a distinctly professional building in 
Chicago that will be the center of activities in 
the medical and dental professions. The surpris- 
ing advance in real estates values in the section 
between Wacker Drive, Michigan Avenue, Ran- 
dolph and Wells Streets, as well as the amount 
of construction going on and proposed in this 
section is ample evidence of foresight shown in 
securing this valuable location on the corner of 
Wabash and Lake. The medical and dental pro- 
fessions of Chicago are indeed fortunate in hav- 
ing so desirable and centrally located a site which 
will without question greatly advance in value 
in the next fifteen years. 

The entire building will be completed 
hy May 15th. The contractors promise to have 
all the rented space available for occupancy by 
May 1. The club has already occupied the build- 
ing, the offices of the club having been moved 
into temporary quarters on Feb. 15. The street 
number is 53 E. Lake Street. The new telephone 
number is State 5426. All members, as well as 
others interested, are cordially invited to come 
and see the new building at any time. 





ILLINOIS STATE MEDICAL SOCIETY 
SPECIAL TRAIN TO A. M. A. MEET- 
ING OVER THE PENNSYLI- 
VANIA RAILROAD 


Schedules arranged give special trains leav- 
ing Chicago at 1 p. m. on May 15 and on May 
16. Also for the Illinois State Medical Society 
there will be special sections and special cars on 
limited trains, daily as follows: 


Specrat—Liserty LIMItTep 

Ly. Chicago 1:00 p. m., May 14, 15, 16, 17 
and 18, 

Ar. Washington 9:00 a. m., May 15, 16, 17, 
18 and 19. 

This is a 19-hour de luxe train equipped with 
harber, maid and stenographer for your conve- 
nience, also club car, observation car and dining 
cars serving a seven-course table de-hote dinner. 


PENNSYLVANIA LIMITED 
Ly. Chicago 5:30 p. m., May 14, 15, 16, 17 
and 18. 
Ar. Washington 4:20 p. m., May 15, 16, 17 
18 and 19. 
This train passes through the Allegheny moun- 
tains in the day time, the famous Horse Shoe 
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Curve, Allegrippus Gorge, The Pack Saddle and 
other points of national interest. 

A cordial invitation is extended to all doctors 
coming through Chicago to join these special 
parties. 

Privilege of a reduced fare extended on all 
trains to physicians and their families. 









! Speed and 
Security 





Many doctors will no doubt wish to visit New 
York after the convention, and we wish to call 
attention to the unexcelled Pennsylvania service 
from Washington to New York. Trains run 


practically every hour. Returning to Chicago 
frequent Limited trains leave New York daily. 
The Pennsylvania Railroad is the only railroad 
via Washington to arrive in New York proper. 
The Pennsylvama station ts at 82nd St. and 7th 
Ave., in the heart of New York's theatrical, hotel 
and shopping district. 

Rates are: One-way rail fare Chicago to 
Washington, $27.78; lower berth to Washington, 
including surcharge, $8.25, upper $6.60, compart- 
ment $23.25, drawing-room $30.00. Half fare 
returning, making round-trip rate $41.67. Side 
trip to New York: Baltimore to New York 
$6.70. New York to Harrisburg $6.99. 

Railroad Reduced Fare: 

One and one-half regular one-way fare for the 
round trip: Obtain a certificate account 
A, M. A. Convention from ticket agent when 
you purchase your going ticket May 12-18, have 
this certificate validated in Washington at Con- 
vention headquarters. This will be honored for 
purchase of return ticket at one-half fare up 
until and including May 24. This reduced fare 
is available to members of your family. Consult 
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your local ticket agent regarding rail and Pull- 
man fares. 

Further information desired will be gladly 
furnished. 

For reservations address C. M. Trueb, Pas- 
senger Representative, Pennsylvania Railroad, 
524 Union Station, Chicago, telephone Central 
7200, Local 357. 





A. M. A. POST-CONVENTION TRIP TO 
BERMUDA 


Many physicians from Chicago and other sec- 
tions of Illinois and adjoining states, have made 
tentative arrangements for a voyage to Bermuda, 
following the A. M. A. Convention, that will 
close May 20 in Washington, D. C. This group 
contemplates leaving Chicago on the Illinois 
Medical Association Special Train, over the 
Pennsylvania Railroad, May 15 or 16, or in other 
special equipment provided by this railroad on 
their regular trains May 14, 17 or 18. 

Plans are to depart frofm;Washington, imme- 
diately after the close of the Convention, leav- 
ing Washington on the morning of May 21. The 
remainder of that day as well as May 22, 23 and 
24 will be passed in New York City. At noon 
May 24, passage will be taken for Bermuda, on 
one of the luxurious steamers of the Furness 
Bermuda Line. Forty-eight restful hours at sea, 
and two delightful days on the Island, sailing 
from Bermuda on May 28, docking in New York 
again on May 30, entrain for Chicago, arriving 
there May 31. 

Bermuda Islands offer attractions to suit many 
tastes, which should appeal to members of the 
A. M. A. and their families. There are splendid 
18 and 19-hole golf courses, and tennis courts. 
All sorts of water sports, including surf and 
smooth water bathing, fishing and varied types 
of boating and sailing, as well as horseback rid- 
ing. The hotels are unexcelled, and every enter- 
tainment possible is available. 

The estimated expense of this journey, includ- 
ing all necessary incidentals from Chicago and 
hack to Chicago, with the exception of hotel ac- 
commodations and meals while attending the 
A. M. A. Convention in Washington, and meals 
while in New York, is placed at $225.00 per per- 
son. Lower fares will apply from cities east of 
Chicago, while higher rates will govern from 
_ points west of Chicago, in accordance with rail 
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Members who prefer to travel independently 
to the Convention can join our party at New 
York City on the day of sailing. The all expense 
rate from New York to New York is $115.00 
per person. 

An additional week can be spent on the Island 
at an estimated expense of between $60.00 and 
$70.00 per person. 

At these rates minimum accommodations are 
given on the steamer between New York and 
Bermuda. These are comfortable, but a higher 
type of accommodations can be had at the addi- 
tional rate provided by the regulation tariff. 

If you are interested in this special journey, 
for further details and information, communi- 
cate with the Cosmopolitan Tours Company, 53 
W. Jackson Blvd., Chicago, IIl., as this organiza- 
tion has the matter in charge, and all arrange- 
ments should be made through its officials. 





MAKE A. M. A. HOTEL RESERVATIONS 
EARLY 


Horets at WASHINGTON, D. C. 


Single Double 
Without With Without With 
Name and Address Bath Bath Bath Bath Suite 
ROME ccccsccscssscens aitoe 8 ee 
llth to 12th on H Street -3.50 -5.00 
PENN © oscisccnsnstacauns cose $5.00 see $7.00 $8.00-$10.00 
Vermont Ave. at K & 15th -6.00 -8.00 
streets 
PEIN bic saw uducbtadcw aioe.) aaens Sees RD Oise. pece 


1016 Seventeenth Street, —4.00 each person 
N. W. 


IN, holo ane twa dina $2.00 $3.50 $3.00 $6.00 $3.00 and up 
1120 Vermont Avenue ~4.00 -8.00 each person 
DEED: dvscsvemevencenes see $2.00 $2.50 $3.00 $4.00 $6.00-$10.00 

1615 Q Street —2.50 -4.00 ~3.50 
ey ee ee $2.50 $3.00 $4.00 $5.00  ...... 
North Capitol and E streets -3.00 -4.00 -5.00 -7.00 
a eee sees $3.00 $4.00 $2.00 each 
Sixteenth Street at R Street 3.50 -5.00 person, 4 
persons to 
suite of 
2 rooms 
I i xusissnessiiceenas $2.00 $3.00-3.50 =... 


Fifteenth and M streets 


Congress Hall .......ccc00. $2.50 $3.00 $4.00 $5.00 $7.00 
-7.00 


New Jersey Ave. near Capitol -3.50 
DORE pe ceesseccascees $2.00 $3.00 SEOG SRD lhc 
North Capitol, between D -2.50 -4.00 -4.00 -7.00 


and E streets 
De Sales Chambers for Men. (Quotes a flat rate of $2.50 a 
1735 De Sales Street man, double and triple.) 





DONE occ rcnesenvssscdses $1.50 $3.50 $3.00 $6.00 Maaces 
lst and B streets 2.50 —4.50 
Serre ts sees $3.00 ee | nee 
H Street at Tenth -6.00 
Terre rr eee $2.00 $4.00 
1730 H Street, N. W. 
PE hvccevccenesseecces $1.00-$5.00 
Massachusetts Avenue at 
2lst Street 
Franklin Square .......... $2.50 $3.50 $4.00 $5.00 
14th and K streets 6.00 
Breed BONG occcvcccscaces 2.50 $3.00 $4.00 $5.50 $12.00. Each 
North Capitol and E streets -3.00 -4.00 -5.00 -8.00 extra per- 
(For women) son, $1.50 
rr rrr $2.50 $3.50 $4.00 $5.00 ....... 
Connecticut Avenue and 4.00 -5.00 -6.00 -8.00 
De Sales Street 
MMMINIOR cc ccccecsccescnce $4.00 $6.00 $20.00 
14th and K streets -7.00 -10.00 
NNN, seiccesesdaiwnins $3.00 $3.50 $4.00 $5.00 
llth and E streets and up —4.50 -5.00 -8.00 
EE. dovsnsktnensatuseee seee $2.50 coe EE wales 
910 E Street, N. W. -3.00 ea. person 
CORNED .ncccccecscceccces $4.00 «+. $6.00 $10.00- 
16th and I streets -5.00 -8.00 12.00 
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Lee Hewee ..cccccccncccces coos $3.50 sees $6.00 $12.00 
15th and L streets -6.00 -10.00 
Single Double 
Without With Without With Suite 
Name and Address Bath Bath Bath Bath 
Logan ...--sccceccccecvcens $2.00 $3.00 $3.00 $4.00 ...... 
lowa Circle 
Martinique .....-eseeeeeeee ceee $4.00 seee $6.00 $10.00- 
1211 Sixteenth Street 6.00 ~9.00 12.00 
Mayflower ......eeceeecceee coos $5.00 sees $7.00 $18.00— 
Connecticut Avenue -12.00 -15.00 25.00 
Meridian Mansions ........ cee $3.00 sees $4.00 $7.00-9.00 
-5.00 
Metropolitan ....-.seeceeeee $2.00 $3.00 $4.00 $6.00 ...... 
615 Pennsylvania Avenue -7.00 
Mational ..ccccccccccccccce $2.00 $3.00 $3.00 $5.00 ...... 
6th Street and Pennsylvania -2.50 -3.50 3.50 -6.00 
Avenue 
Occidental ......cceccerecee cee Usiewie cose coco $8.00 for 
Pennsylvania Avenue 4 persons 
Parkside ...ccccccccccscses sewer “oeite coco § coee $8.06 for 
1336 I Street 1 person; 
$5.00-6.00 for 
2 persons 
Portland avcccccccvcceecess $3.50 $4.50 ...... 
Vermont Avenue and 14th 
Street 
PORE inciedameccdaacaccs $2.00 $3.00 $3.50 $4.50 ...... 


New Jersey Avenue and and up and up 


C Street, S. E. 


Powhatan .....cccccccccces coos $4.00 sees $6.00 $10.00- 
18th Street and Pennsyl- -5.00 -9.00 18.00 
vania Avenue 
Raleigh ...ccccccccccccccce $3.00 $4.00 $4.00 $5.00 $12.00- 
12th Street and Pennsyl- -4.00 -6.00 6.00 -10.00 15.00 
vania Avenue 
Roesevelt ......cccccccccces $4.00 $5.00 $7.00- 
16th and V Streets -6.00 -8.00 10.00 
BE JAMES avcccccccccccsce $1.50 $3.50 $3.00 $5.00 $7.00- 
6th Street and Pennsyl- -3.00 4.00 -5.50 7.00 
vania Avenue 
Stoneleigh Court .......... $6.00 $6.50 $10.00 $10.50 $8.50 


Connecticut Avenue and Land up and up and up and up and up 
Street (American Plan) 


Tilden Hall ....ceeeeeeeee $3.00 $4.00 = aeweee 
Connecticut Ave. at Tilden -5.00 
Wardman Park ........+0++ eoee $5.00 eoee $8.00 $15.00 
Connecticut Avenue and 
Woodley Road 
Washington .....cecceseeee voce = SE08 sees $8.00 $20.00- 
15th Street and Pennsyl- -8.00 -12.00 30.00 
vania Avenue 
MINE. ovndisctnccsancecace $3.00 $5.00 $5.00 $7.00 $18.00- 


lith Street and Pennsyl- and up -8.00 and up —15.00 22.00 
vania Avenue 
WAMIER. i ivscseecconaeseees $2.00 $2.50 $3.50 $4.50 $2.50 and 
First Street and Pennsyl- -2.50 -3.00 —4.00 -5.00 $3.00 each 
vania Avenue person 


THE A. M. A. WASHINGTON SESSION 
RAILROAD RATES TO WASHINGTON 

The passenger associations throughout the United 
States and Canada have authorized a rate of one and 
one-half fares for the benefit of members of the 
American Medical Association and dependent mem- 
bers of their families who will attend the annual 
session at Washington. To have the benefit of a 
return rate of one-half fare, it will be necessary for 
each member to secure a certificate from the railroad 
ticket agent when he purchases his ticket to Wash- 
ington. The certificate must be certified by the Sec- 
retary of the American Medical Association, which 
may be done at the Registration Bureau to be lo- 
cated in the Auditorium in Washington, and must 
then be validated by a representative of the railroads 
who will be on duty from 8:30 a. m. to 5:30 p. m., 
May 16 to 20. When the certificate is so certified 
and validated, it will entitle its holder to purchase a 
return ticket to his home, over the same route trav- 
eled to Washington, at one-half fare. If the ticket 
agent at the member’s home: station: does not have 
the certificate, he will furnish information as to 
where it may be obtained. ; 

The certificate is not a receipt for money paid for 
a ticket, nor will a receipt entitle its holder-to secure 
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a return trip ticket at a reduced rate. Be sure to 
ask the ticket agent for a certificate. 

Certificates, properly certified and validated, will 
be honored for purchasing tickets for the return 
journey at one-half fare up to and including May 24, 
but will not be honored after that date. No refund 
of fare will be made on account of failure to present 
validated certificate when purchasing return ticket. 
The return ticket must be used over the samie route 
as that traveled going to Washington. Return tick- 
ets issued at the reduced rate will not be good on 
any limited train on which such reduced fare trans- 
portation is not honored. 

When you purchase your ticket to Washington, 
secure from the railroad ticket agent a certificate, 
which, when properly certified to and validated at 
the Registration Bureau in the Auditorium at Wash- 
ington, will entitle you to purchase a return ticket 
to your home, over the same route traveled to 
Washington, at one-half the fare paid for your ticket 
to Washington. 

Be sure to ask your railroad ticket agent for a cer- 
tificate when purchasing your ticket to Washington. 





Correspondence 


MEDICAL SOCIETY CONDEMNS DOCTOR 
BEVAN 


Centralia, Ill., February 24, 1927. 

To The Editor: Enclosed find for publication 
in the Journal a copy of a letter sent to Doctor 
Arthur Dean Bevan, as a protest against his 
statement to the reporter of the Tribune, Febru- 
ary 14th. 

This letter should be published as the medical 
profession is being attacked from within as well 
as from without. 

We are legislated against on all sides and seem 
to be the common dog for every one to kick 
around. 

In the resolution passed we state that Doctor 
Bevan should be forced to resign from the 
American Medical Association chairmanship, as 
we feel that he is not in harmony with the ma- 
jority of conscientious doctors. g 

The letter to Doctor Bevan is self-explanatory. 

F.'M. Edwards, M.D. 

Following is the letter: |’ m0 

Centralia, Ill., February 24, 1927. 
Dr. Arthur Dean Bevan, 
Chicago, Tllinois. 
Dear Sir: , be 

The Centralia Medical Society took exception 
to a statement made to the Chicago Tribune, if 


_you were properly. quoted, that ninety-nine out of 
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every hundred prescriptions for whisky that are 
written are “bootlegged.” 

We were very much surprised that a man of 
your standing should make a statement of this 
kind. If you had said, “I believe that ninety-nine 
out of every hundred are ‘bootlegged’ it would 
have been different, as that is your opinion, which 
you have a right to. But your statement in our 
opinion is not a fact. 

Your office in the American Medical Associa- 
tion makes laymen think that those statements 
are authentic. You may think that you know 
the doctors of your acquaintance are bootleggers, 
but you certainly do not know all the doctors in 
the United States, and have no right to call them 
bootleggers. There are some doctors that do not 
believe in giving calomel and in giving other 
drugs. This is their privilege to believe. 

This association thinks that you should be cen- 
sored and be made to withdraw the statement 


that you made so public. The only mitigating 
part of this, is that this may be the working of 
an infantile mind belonging to a senile brain. 
Centralia Medical Association, 
F. M. Edwards, M.D., 


Chairman of Special Committee. 





DOES YOUR COUNTY SOCIETY PUB- 
LISH A BULLETIN? 


Monmouth, IIl., Feb, 12, 1927. 
To the Editor: We frequently get letters from 
other states asking for the names of the county 
societies in Illinois which publish a Bulletin. At 
the present time I know of only four counties 
which publish one, namely, Adams, Chicago 
Medical Society, Madison and Macoupin County. 
I am sure that there are other societies in IIli- 
nois getting out Bulletins regularly, or occasion- 
ally. In order that we may get definite informa- 
tion along this line I would respectfully ask 
county secretaries that issue such a Bulletin to 
write to me at their earliest convenience so we 
can have a complete record. I would also sug- 
gest that they place our Editor on their mailing 
list, for no doubt many times he can get an 
inspiration or suggestion that might develop into 
one of his inimitable editorials from reading the 
Bulletin of a component Medical Society. 
Yours very cordially, 
Harold M. Camp, 
Secretary, Illinois State Medical Society. 


March, 1997 


UNIVERSITY OF ARKANSAS USES 
RADIO IN ITS MEDICAL EDUCA- 
TION PROGRAM 


Fayetteville, Ark. 

To the Editor: The enclosed news story which 
we are sending to many daily papers in this part 
of the country will be of interest to members of 
your state medical society. 

Many of the most prominent men in the medi- 
cal profession have agreed to write papers for us 
which will be read by Dr. Alan A. Gilbert of our 
Medical Extension Service. This is one of the 
many ways in which we use our radio for educa- 
tional purposes. 

We hope that it will be possible for some of 
the physicians of your state to hear these talks 
over KUOA. Very truly yours, 

A, M. Harding, 
Director. 

The following is the initial announcement: 

Realizing that a radio station should endeavor 
to broadcast programs of an educational nature 
as well as those of, by and for entertainment 
features, the University of Arkansas Radiophone 
Station KUOA (299.8 meters) will inaugurate a 
special weekly feature January 6 under direction 
of Dr. Allan A. Gilbert, university physician, 
entitled “Medical Extension Service.” 

Every Thursday evening at 8 o’clock a special 
paper on medicine or surgery (and allied sub- 
jects) will be radiophoned from this station for 
the benefit of the physicians, in the surrounding 
communities, who are urged to tune ip at this 
time. In this way KUOA hopes to reach the doc- 
tors in the outlying communities who are too 
busy to attend the state or national medical asso- 
ciation meetings. 

These papers, prepared especially for this ex- 
tension service, will be written by outstanding 
men in the medical profession in the United 
States—men who are the leaders and specialists 
in their respective fields and who are willing to 
give the benefits of their knowledge and research 
to their brother practitioners. The papers will 
be somewhat of a technical nature, but laymen 
will find much to learn and profit when they tune 
in on KUOA. 

Among the world-famous medical men who 
will contribute papers in their fields are: Dr. 
George Dock, Pasadena, Cal., the Dean of Medi- 
cal Educators; Dr. William J. Mayo, Rochester, 
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Minn., Surgery; Dr. F. M. Pottenger, Monrovia, 
Cal., Tuberculosis; Dr. Nathaniel Allison, Har- 
vard Medical School, Orthopedic Surgery, and 
Dr. W. McKim Marriott, Dean Washington 
Medical School, St. Louis. 

The program thus far included the follow- 
ing: 

“Treatment of Malaria,” by Dr C. C. Bass, 
Dean Tulane Medical School, New Orleans. 

“Backward or Defective Children (Physical 
and Mental) Due to Disorders of the Ductless 
(ilands,” by Dr. Wiliam Engelbach, St. Louis. 

“Symptoms, Signs and Methods Available for 
Early Diagnosis of Alimentary Tract Cancer,” 
by Dr. Frank Smithies, Chicago. 

" “Some Aspects in the Management of Dia- 
betes,” by Dr. F. G. Banting, University of To- 
ronto, Canada, (discoverer of insulin). 

“The Cause, Treatment and Prevention of 
Cancer,’ Dr William J. Mayo, Rochester, Minn. 

“The Treatment of Tuberculosis,” Dr. F. M. 
Pottenger, Monrovia, Cal. 

“Infant Feeding,’ Dr. McKim Marriott, Pro- 
fessor Pediatrics, Washington University Medi- 
cal School, St. Louis, Mo, 

“Periodic Health Examinations,” Dr. Lew- 


ellys F. Barker, Baltimore, Md. 





THE SUPPLY OF MEDICINAL SPIRITS 


The supply of whisky, brandy and other distilled 
spirits, exclusive of alcohol, now available in the 
United States will supply medicinal needs, it has 
been estimated, for about five years. Four years’ 
aging in wood is required by the U. S. Pharmaco- 
peia before whisky and brandy are of the required 
potency. They cannot be lawfully sold unless so 
aged, in any jurisdiction in which pharmacopeial 
standards are recognized by law. Unless steps are 
taken at once to provide for the manufacture of 
whisky and brandy in the United States, the use of 
these drugs for medicinal purposes must ultimately 
cease, except as they may be imported. The diffi- 
culties in the way of regulating and controlling im- 
portations are so great as to render that method 
of supplying medicinal needs highly undesirable. 
Bills have been introduced in Congress looking to- 
ward the immediate beginning of the manufacture 
of whisky and brandy under strict government su- 
pervision, so as to have an adequate supply five 
years hence. Unless this legislation is enacted be- 
fore March 4, it will go over until the next Con- 
gress, and the production of medicinal spirits will 
be postponed for at least a year. The continued use 
of medicinal spirits for the treatment of the sick 
seems to depend, therefore, on the immediate enact- 
ment of the legislation now proposed, Those who 
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desire the enactment of this legislation may pro- 
mote such action by telegrams to their senators and 
representatives.—Jour. A. M. A., Feb. 19, 1927. 





RESEARCH ON SURGICAL SUPPLIES 


According to Dr. E. R. Weidlein, director, Mellon 
Institute of Industrial Research, University of Pitts- 
burgh, the firm of Johnson & Johnson, manufacturer 
of surgical supplies, New Brunswick, N. J., has estab- 
lished at the Institute a fellowship that will study the 
exact requirements of surgeons and other medical spe- 
cialists in the way of sundries, with the joint aim of 
developing new supplies that are needed and of stan- 
dardizing the products now in use. An investigation 
will also be made of the processes of renovating used 
supplies, and several other Industrial Fellowships of 
the Institute will cooperate in devising satisfactory 
procedures. 

Dr. Frederic H. Slayton (M. D., Rush Medical 
College) will be in direct charge of this comprehensive 
research. The Fellowship will be operated in a totally 
unbiased and independent manner, in accordance with 
the Mellon Institute system, and all its investigations 
will be conducted primarily for the benefit of the 
public. It is the plan to report the results in ap- 
propriate periodicals as the various phases of the 
studies are concluded. 

In carrying on this work, Dr. Slayton and the In- 
stitute’s executive staff invite the concurrence of all 
interested organizations. They are especially desirous 
of securing the close collaboration of hospital execu- 
tives and of members of the medical profession. 





GLORIFYING THE AMERICAN GIRL 

Florenz Ziegfeld, who continues “glorifying the 
American girl,” but insists that she be “modestly 
dressed” says, “the plumper girl is coming in.” He 
predicts disappearance of the prevailing type that looks 
half starved as a result of dieting. 

That’s good news, for the tired businessman who sits 
in front. Still better news for the other man who 
wants the next generation to be worth while, and fears 
trouble when the half starved babies of half starved 
mothers grow up and take hold of the nation —Arthur 
Brisbane, Current Press. 





WHICH EXPLAINS IT 
Professor: “James, why were you absent yester- 
day?” 
James: “My grandmother died.” 
Professor: “What? Why, this is the third time 
your grandmother has died.” 
James: “Yes, sir, but my father was a Mormon.” 





AS VIEWED BY A FUNDAMENTALIST 
“Did you see my black-faced antelope?” inquired 
the menagerist. 
“With whom did your black-faced aunt elope?” coun- 
tered the Fundamentalist—Brown Jug. 
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Original Articles 


OBSERVATIONS ON DISEASES OF THE 
BILIARY TRACTS.* 


Jutius Bras, M. D. 
Roentgenologist, St. Elizabeth’s Hospital 


Karu A. Meyer, M. D. 


Attending Surgeon, Cook County Hospital 


Witiiam A. Bras, M. D. 
Attending Physician, Cook County Hospital 


CHICAGO. 


The clinical manifestations in atypical cases of 
cholelithiasis are so vague in many instances 
that the recognition of this condition is often 
very difficult or impossible. For this reason we 
have undertaken a study of a series of 100 an- 
atomically proved cases of gall stones in order 
to determine any clinical data which may be of 
value in diagnosis and in connection with this 
study we have also included a survey of our expe- 
rience with 250 cases of gall bladder disease in 
which cholecystography was employed as an aid 
in recognizing pathologic conditions of the gall 
bladder. 

Before reporting our experiences with chole- 
cystography we wish to discuss several other clin- 
ical features observed by us in our study of our 
series of consecutive cases of cholelithiasis. The 
first feature to attract our attention was the in- 
cidence of gall stones in the two sexes. In 
accordance with the accepted statements that 
cholelithiasis occurs from two to four times as 
often in women as in men we found that this 
condition occurred 77 times in females and 23 
times in males. This observation is of value in 
considering the differential diagnosis and the 
relative probabilities of the various causes for 
distress in the upper abdomen in the two sexes. 
It is difficult to explain the greater incidence of 
gall stones in women but pregnancy is certainly 
an important factor according to many observ- 
ers and our own experience tends to confirm this 
view, although we are unable to furnish definite 
statistics on this point. 

A study of the ages at which cholelithiasis 
occurred in our series showed that 19 were be- 
tween the ages of 20 to 30, 30 between 30 and 
40 and 51 between 40 and 70. These statistics 
correspond with those generally given showing 


*Read before the Section on iain Illinois State Medical 
Society, Champaign, May 18, 1926 
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that this condition occurs frequently in middle 
or past middle age but our study also shows that 
cholelithiasis is more common at an earlier age, 
especially in females, than is frequently sup- 
posed. 

A study of the clinical manifestations revealed 
several interesting features. The onset was sud- 
den in 72 cases and gradual in 28 instances, 
The most important symptom was pain, of which 
all varieties were present from a mere oppres- 
sion to severe colicky pain. The pain was located 
in the right upper quadrant in 73 cases, in the 
epigastrium in 22 and elsewhere in the abdomen 
in 5 cases. The location of the tenderness was 
a more trustworthy guide to the offending organ 
than the pain. This sign was present in the 
right upper quadrant in 82 cases, in the epigas- 
trium in 9, and in other regions of the abdomen 
in 9 instances. 

A symptom which appeared of importance to 
us was vomiting and especially the appearance 
of the vomitus. Vomiting occurred in 74 in- 
stances and in 46 cases the vomitus was fluid and 
dark green or yellowish in color resembling bile. 
This bile stained vomitus has been of value to us 
in the differentiation of the less typical cases of 
gall stone disease from gastric ulcer. The 
vomitus in the latter is not often so bile stained 
and frequently contains food particles while the 
vomitus in gall stones is more likely to consist of 
fluid which is bile stained and food particles are 
seldon present. 

Another frequent symptom observed by us was 
constipation which was present in 46 cases. We 
cannot detect any definitely direct connection be- 
tween gall stones and constipation, but we have 
repeatedly observed a spasmodic condition of the 
sigmoid on x-ray examination. This reflex con- 
traction of the terminal part of the large bowel 
may be an important factor in the production of 
the ‘constipation, but future’ study must show the 
actual mechanism and if constipation disappears 
after surgical treatment of the gall bladder. 

Jaundice, a sign of great value, was present 
in only 51 instances and again emphasizes the 
fact that it is a most valauble sign when present 
but that its absence in no way speaks against 
pathology in the biliary tract. The occurrence 
of chills, fever and sweats was not as common as 
we at first supposed, as only 58 patients stated 
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that they had observed these phenomena. Leuco- 
cytosis was present in 39 cases. 

The most valuable diagnostic procedure from 
the laboratory standpoint was x-ray according to 
the method of Graham and Cole, when these 
workers introduced their method for visualization 
of the gall bladder. In the brief period since this 
method has been at our disposal, reports from 
various clinics have accumulated to the extent 
of thousands of cases. All of the authors are 
agreed upon the fact that at no time were they 
able to make definite diagnoses as often and with 
the degree of accuracy now possible. The most 
skeptical agree that a tremendous amount of in- 
formation can be obtained by the use of the dye 
method and even George, who is of the opinion 
that the older method, popularized by himself, is 
the only independent one at the present time, 
agrees that this older metod may be supple- 
mented by the Graham Cole procedure. 

In a previous paper we reported a series of 
100 cases in which we used a specially prepared 
form of sodium tetraiodophenolphthalein for oral 
administration with which we had excellent re- 
sults. Since that time the trend has been to 
give the drug intravenously and with the manu- 
facture of a purer form of the drug and improve- 
men of technique, the undesirable reactions which 
sometimes follow this method have been reduced 
to a negligible minimum. Similarly the num- 
ber of unpleasant reactions following the oral 
administration have been reduced and, although 
we agree that the intravenous procedure is more 
accurate we have had such good success with the 
oral method that we have continued its use in all 
our cases. 

In our routine gall bladder examinations we 
have adopted a plan which combine both the di- 
rect visualization of the gall bladder as advocated 
by George and the dye method as introduced by 
Graham and Cole. We believe that each method 
has its advantages and that by a combination of 
the two we obtain the most information. The 
following technique is carried out as far as pos- 
sible. The patient reports in the morning after 
having had a cleaning enema and a series of gall 
bladder films are made for the purpose of 
Visualizing gall stones or a gall bladder shadow. 
The pills, each containing 5 grains of the dye, 
are taken in the evening and we give one pill-for 
each 12 pounds body weight. Four pills are 
taken every hour until all are ingested and 


JULIUS BRAMS 19t 


the patient eats no breakfast next morning. The 
films are made about 14 hours after the last pills 
are taken. 

The preliminary films give us considerable in- 
formation, especially if there are stones of suffi- 
cient calcium content to cast ashadow. We always 
check up on shadows of the gall bladder when 
present as we have had the experience that a 
shadow which was considered a gall bladder 
shadow turned out to be something else when re- 
examined by cholecystography. The examination 
of the stomach with the opaque meal which we 
carry out after the cholecystograms are taken 
gives additional information and indirect evi- 
dence of gall bladder disease. If we can demon- 
strate duodenal fixation, spasm of the duodenum 
or surging of this organ or a gall bladder seat we 
feel that we have obtained valuable information. 
Very often pathology of the stomach or duo- 
denum may be discovered when the gall bladder 
has no pathology. The exact value of all of these 
indirect signs as well as of a shadow without the 
dye has diminished since we have checked up 
with a cholecystogram as we have found that the 
gall bladder may be at quite some distance from 
the shadow seen on the plain film and that the 
gall bladder seat may be far from the gall blad- 
der itself. In spite of this we feel that the in- 
formation obtained is worth while and we employ 
the plain film and contrast meal in addition 
to regular cholecystography in our routine work. 

A study of the films after the use of the dye 
gives information of great value. A normal 
cholecystogram has certain definite character- 
istics which depend on certain definite factors. 


It is assumed that the dye after absorption is: 


excreted almost entirely by the liver into the 
bile. 


The bile, reaching the gall bladder on a : 


fasting stomach remains in the gall bladder and-:: 


is concentrated if the mucosa is functioning nor-.4 


mally. This concentration reaches its maximum 
in 12 to 14 hours, so that a shadow of the gall 
bladder may be seen if the films are taken at this 
time. Several factors are neecssary for the gall 
bladder to cast a shadow under these conditions. 
The liver function must be good enough to ex- 
crete sufficient of the dye into the bile but we 
have met only one instance in which the failure 
to cast. a shadow of the gall bladder could be 
ascribed to this cause. Next, the hepatic .and 
cystic ducts must be patent for the dye to enter 
the gall bladder. 


4 


The concentrating power of:: 


v 
lad 
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the gall bladder must be normal and this is of 
the greatest importance as this function is de- 
stroyed in disease of the gall bladder and no 
shadow is obtained. Normally a beautiful shadow 
is obtained of the gall bladder and absence of 
such a shadow is evidence that there is disease 
of the gall bladder or the passages are blocked. 

Other valuable points are the density of the 
shadow, its outline, size, shape and position. We 
assume the normal density to be that of the 
neighboring ribs. In addition to noting the den- 
sity it must be borne in mind that the shadow 
must be homogeneous. The outline is normally 
smooth and regular and presents no irregulari- 
ties. Pressure from the liver or bowel often in- 
dents the gall bladder and this should not be 
mistaken for an irregularity due to pathological 
causes. As to size, shape and position, the varia- 
tions are so great that it would be futile to de- 
scribe them here. We have seen gall bladders 
which have barely emerged from the liver margin 
and we again have seen them extending to the 
fourth lumbar vertebra. In shape they may be 
pyriform, pedunculated, thumb shaped or almost 
round. In position the gall bladder may be 
almost anywhere in the right half of the abdo- 
men. 

The picture of the abnormal is dependent on 
the underlying pathology. The simplest form of 
abnormality is that caused by adhesions, This 
is manifested by a sharp constriction across the 
shadow, usually noted on both sides and com- 
monly multiple. If the adhesions are at the 
fundus the shadow appears drawn down and 
irregular instead of smooth and round. Films 
with the stomach containing barium at times 
give some interesting data relative to adhesions 
between the duodenum and gall bladder. Chronic 
cholecystitis is characterized by the absence of a 
gall bladder shadow or by the presence of one 
that is faint instead of a shadow of normal den- 
sity. Borderline cases may present considerable 
difficulty in deciding whether the density indi- 
cates normal or abnormal function, but the evi- 
dence obtained by further study of the chole- 
cystogram and a consideration of the indirect 
signs will almost always enable one to-reach a 
definite conclusion. 

Cholesterol stones or those containing too small 
an amount of calcium to cast a shadow are dem- 
onstrated as negative. shadows within the dye 
filled gall bladder. If large, the outline of the 
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stones are distinct, if small and numerous the 
density of the gall bladder has a mottled appear- 
ance. Gas in the bowel overlying the gall blad- 
der and other extrinsic shadows should not be 
mistaken for stones. Very often soft stones will 
be demonstrated after the use of the dye as a 
result of imbibing some of it, thus making their 
surfaces opaque to the x-ray and casting a ring 
like the shadow on the film. 

We have up to the present time examined 250 
cases by this method of which 102 have been 
operated on, and of these latter 102 cases 93 were 
found to have been diagnosed correctly. The 
cases not operated upon corresponded with the 
clinical diagnosis in about 90%. To those who 
have not had the opportunity of using this 
method in a large number of cases our results 
may seem to be unusually good, yet they repre- 
sent only the average reported by other observers, 
Graham has recently pointed out that since the 
introduction of cholecystography the diagnoses 
are correct in about 90% of collected cases num- 
bering several thousand observations. 

Certain factors may sometimes be encountered 
which may give poor results. This may be 
avoided by using only fresh pills and by giving 
the patient printed instructions which he must 
carry out to the letter. Failure of the pills to 
dissolve seems to be unimportant. On a large 
film we can count the number of undissolved pills 
and often three or four will be seen, but our ex- 
perience has been that even in these instances 
good cholecystograms may be obtained. This is 
explained by the fact that the dose as mentioned 
is about a third too great but is given purposely 
to compensate for some failure of absorption. 
Failure of the dye to be absorbed does not seem 
tc be an important consideration as in practic- 
ally all instances in which the dye can be seen in 
the colon enough will be absorbed to produce a 
cholecystogram except in cases of severe diarrhea 
where the dye is not retained long enough in the 
bowel for sufficient absorption. It has recently 
been pointed out that the gall bladder can empty 
itself to a psychic stimulus when the stomach is 
empty and when the individual is allowed to 
smell the odor of food, especially if the food ap- 
peals to the patient. The importance of this is 
obvious and measures should be taken to prevent 
such an occurrence before a cholecystogram is 
taken. 

One hears very little now about reactions either 
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from the intravenous or the oral administration 
of this dye. This is in a large measure due to 
the manufacture of a much purer form of the 
dye. No bad effects have been reported and in 
our series nausea and vomiting was present in 
about 20% of the cases, but these symptoms 
soon disappeared. No patient had what could be 
termed a severe reaction and all felt perfectly 
well in 24 hours. The urine was examined in a 
large number of patients, but no evidence of 
damage could be found. Investigation of pa- 
tients in whom reactions were noted showed that 
more than half of them were more or less acutely 
ill and jaundiced before they took the dye. An- 
other important point is to impress the patients 
to take the pills whole as an intact coating of 
the pills will seldom lead to reactions, but if the 
coating is cracked or chewed a reaction will 
occur. If we consider the entire group we can 
say that the reactions encountered were com- 
paratively mild and transient and certainly the 
information obtained far outweighs the slight dis- 
comfort that may possibly befall the patient. 


DISCUSSION 


Dr. W. F. Grinstead, Cairo: Until very recently 
I have practically excluded x-ray service from my 
gallbladder cases. There is a reason and I think 
a good one. Ordinarily the clinical signs of gall-stone 
disease and infected gall-bladders are quite apparent. 
The best way to become expert in diagnosing gall- 
bladder disease is to have it yourself. You get an 
element of self introduced so that you are a pretty 
good diagnostician for cholecystitis. My experience 
in having gall-bladder cases x-rayed where the clinical 
signs were very clear was that when the skiagrams 
failed to show any stone in the gall-bladder, the pa- 
tients thought I was mistaken and they would not 
accept the only remedy for their relief. The tradiolo- 
gists are telling us that they can only show gall- 
stones in about 50 per cent of their cases. There- 
fore we have a skiagram which we might show the 
patient that did not give us any gall-stone shadows 
and we still have the problem of diagnosis and I still 
advise my patients to have surgical treatment on the 


‘clinical signs. The radiologists really get in my way. 


My x-ray assistant is using this method that the 
essayist has shown us in such an interesting way. I 
believe that hereafter we will find a very great help 
by this method and I say that in my own little clinic 
in Cairo, I believe it is going to become popular. 

When a patient comes in whom the diagnostician 
has not seen before with a history of indigestion -for 
which nothing does any good, running back two or 
three years, sometimes longer, the experienced man 
will think of an infected gall-bladder and he will be- 
gin tc trace up the history of the case which is very 
Valuable. In that history if he finds colics which 
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are the most important symptoms of gall-bladder dis- 
ease, he has a very good clew. Sometimes my medical 
friends have said to me: “I thought about gall- 
bladder disease but the patient was never jaundiced,” 
but the fact of the matter is that patients with gall- 
bladder disease do not have jaundice unless there 
are complications. If the infection does not extend 
into the ducts you do not have jaundice. If stone 
or infection gets into the ducts, then you get jaundice. 
I always bring that point out when this question comes 
up in consultation. My greatest help in the diagnosis 
of cholecystitis has been the history. I go back to the 
first symptom the patient had and trace it down care- 
fully to the present time. It is surprising how often 
one can actually make a diagnosis from the history. 

I am going to read this paper when it comes out 
in the JourNAL. I am going to call my associates’ 
attention to it and see if we can get some help from it. 

Dr. D. N. Eisendrath, Chicago: This is a distinct 
contribution to diagnostic resources. The pictures 
which Dr. Brams showed are of great help. I have 
been very much interested in what Dr. Furey and 
also Dr. Brams said regarding the differentiation be- 
tween a shadow that is due to a kidney stone and that 
due to gall-stones. We recently had a case which 
showed a shadow directly over the kidney area. The 
patient at that time would not permit of the method 
which I believe is the surest of all to differentiate 
between kidney and gall-stone. I think if Dr. Furey 
had employed it, it would not have been necessary to 
open the abdomen. It is this, if you do a pyelography 
on a questionable case, using 12.5 per cent. sodium 
iodid, it will invariably give you a shadow of stone. 
If it is a calcified gland, it will show a shadow away 
from the kidney. : 

We recently had a case in which it was necessary to 
abandon pyelography, because the patient had been 
cystoscoped so it was necessary to use some other 
method to differentiate between gall-stone and renal- 
stone. We used cholecystography. It was interest- 
ing to note that the shadow was completely over- 
lapped by the shadow of the gall-bladder and gave 
a second shadow of what turned out to be a kidney 
stone, projected out a little bit from the kidney and 
it was not until we took a lateral picture, to which 
Dr. Brams did not refer, were we able to separate 
the shadow of the kidney stone from that of the gall- 
bladder. 

Dr. Warren W. Furey, Chicago: I was very much 
impressed with the Doctor’s paper and I want to con- 
gratulate him on the thoroughness of it. There is one 
thing I am sorry Doctor did not do. He did not go 
into detail on the technic employed in the taking of 
his films. I find that taking the cholecystograms in 
12, 16 and 36 hours we get the best results. The 
Doctor says that a pathological gall-bladder does not 
show. I am inclined to disagree with him in that 
one point. The shadow will show practically normal 
in 12 hours but sometimes the gall-bladder will not 
empty in 36 hours. I have had two or three cases 
that have been operated on where the shadow was 
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still present in 36 hours. Laboratory reports showed 
these to be pathological gall-bladders. 

One other point; the Doctor said it is a good means 
of differentiating between cholelithiasis and_ renal 
lithiasis. I had a case the other day in which a diag- 
nosis.of renal lithiasis was made. We had cholecysto- 
grams taken and a diagnosis of cholelithiasis was 
made. At operation the patient had neither. There 
was a small calcified gland at the neck of the gall- 
bladder which gave the same shadow as a stone would. 

Regarding the oral method I am inclined to agree 
with the Doctor. The results are about the same as 
with the intravenous method though in some doubtful 
cases I check up the oral administration with the 
intravenous. 

Dr. O. E. Nadeau, Chicago: As long as the sub- 
ject has come up about differentiating between kidney 
and gall-stones, I might refer to such a case. There 
was the shadow of a stone in the region of the gall- 
bladder or kidney discovered accidentally by x-ray 
without symptoms relative to either organ. In order 
to eliminate kidney stone, we made a pyelogram and 
the stone was included in the pyelogram. That did 
not tell us anything. Then we made a cholecystogram 
and the stone shadow was found included within the 
gall-bladder shadow. Then we tried lateral pictures, 
but the shadow was seen apparently between both 
organs. 

At operation the stone was found in the cortex 
of the kidney between the gall-bladder and the kidney 
neither in the pelvis of the kidney nor in the gall 
bladder. It apparently was a tuberculous abscess that 
had calcified. 

Dr. Bertha Van Hoosen: I would like to ask the 
Doctor if he has done anything in acute cholecytitis, 
especially where it might complicate pregnancy and 
if he mentioned in his paper the exact proportion of 
the material that he used. 

Dr. Edmund Andrews: I would like to know if 
Dr. Brams would think we are justified in giving the 
dye intravenously after getting negative findings fol- 
lowing the ingestion of the dye. I have had cases 
where the patient swallowed the dye and were made 
ill and would not take it again. 

Dr. William A. Brams, Chicago (closing): In my 
paper, I attempted to cover as much as I could and 
necessarily left out a good many details which should 
have been taken up. 

We take exposures at various intervals until we get 
a good shadow. A gall-bladder which does fill well 
and is delayed in emptying beyond the normal period 
of two to five hours is probably pathologic. Dr. 
Furey is right. The patient he described as having a 
calcified gland is a condition to be considered. Those 
things will come with experience. Whether the meth- 
od Dr. Ejisendrath suggests will prove thé method of 
choice will remain for the future to decide. We have 
not used the lateral method as Dr. Eisendrath 
described—that is, turning the patient on the side. 

In reply to Dr. Van Hoosen, we have not had any 
very acute cases complicated by pregnancy. 

As to the technic, the patient at night takes four 
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pills every half hour (1 pill to every 12 pounds of 
body weight), after a light supper and after that 
no food is allowed but copious amounts of water are 
given. The patient is instructed to lie in bed on the 
right side that night. No breakfast is given in the 
morning and the usual x-ray technic is followed four- 
teen hours after the last pill is taken. 

Nausea and vomiting occurred in a few instances. 
Unlike the test for liver function, we have had no 
case where death has occurred. If a patient is deeply 
jaundiced and has nausea and vomiting,-it may 
exaggerate the symptoms. 

In reply to Dr. Andrews, we like to confirm our 
results by the intravenous method, if they are ques- 
tionable. We know that the intravenous method is 
more dangerous than where the dye is given by mouth. 
In doubtful cases where the diagnosis is uncertain, 
we would not hesitate to use it. 





COMMUNITY RESPONSIBILITY FOR 
HEALTH EDUCATION* 


Hucu S. CumMMIna, 
Surgeon General, United States Public Health Service 


WASHINGTON, D. C. 


This joint meeting of the medical and dental 
professions of Chicago exemplifies the close rela- 
tionship which should exist between medicine 
and dentistry. In this age of increasing spe- 
cialization it is well to bear in mind the essential 
unity which exists between all branches of medi- 
cine. Dentistry very properly should be consid- 
ered as a branch of the medical profession. The 
trend to specialism, which is perhaps necessary 
under modern conditions in medicine, should 
not obscure the fact that the human organism 
is a single biological unit and every person deal- 
ing with any part or function of the human body 


should keep constantly in mind the relation of 


that part or of that function to the organism 
as a whole. 

Of the many examples available, only one 
will be cited to illustrate the point I wish to 
emphasize. Dental hygiene seeks to secure and 
preserve for the individual a normal dentition. 
It is rare for the dentist to be consulted until 
the child is at least several years old. At this 
age it is probable that the inherent quality of 
the teeth is largely predetermined. The present 
meager information available in this field indi- 
cates that the quality of a child’s teeth is deter- 
mined by the general health, and particularly 
by the nutrition, of the mother during (and 


*Read before a joint meeting of the Chicago Medical and 


Dental Societies, January 26, 1927. 
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possibly before) pregnancy, and by the nutrition 
of the infant and young child before the teeth 
have erupted, Thus it is seen that dental hygiene 
has its starting point in nutrition and in pre- 
natal and infant care, and that the best efforts 
of the dentist will be limited by the inherent 
quality of tooth structure with which that child 
is endowed, 

It would be inappropriate for me to dwell 
further upon the essential unity of all branches 
of modern medicine, and I have referred to it 
only because the same subject needs even more 
to be emphasized in its application to the rela- 
tion between preventive and curative medicine. 

It has often been stated that the field of pub- 
lie health endeavor embraces the problems of 
prevention and the field of the private practi- 
tioner those of cure, but in actual practice no 
such simple division of effort is possible. The 
lines of demarcation between prevention and 
cure are in many instances indistinguishable and 
the trend of the present is towards further oblit- 
eration of these landmarks. 

A brief consideration of the evolution of thedi- 
cine during the past half century will reveal very 
clearly the reason for the present uncertainty as 
to the scope of organized public health effort, 
and perhaps will serve to point out the future 
trends of medical science and practice. 

Although the prevention of disease has been 
the aim of medical science since the time of 
Hippocrates, this has been a promise rather than 
a fulfillment until the discoveries in the latter 
half of the nineteenth century paved the way for 
the realization of this primary aim of medicine. 
When the history of our age has been written it 
will contain no more brilliant a page than that 
on which is reported the progress of medical 
science in the prevention of disease. 

Thus far the greatest accomplishments in 
public health have been those related to the 
eradication of the diseases spread by unhealthful 
conditions in the environment. Almost equally 
striking has been the progress made in eradicat- 
ing those diseases for which specific methods of 
prevention or cure have been discovered. The 
difference between these two groups of diseases 
lies in the fact that it is comparatively easy to 
safeguard a community against the diseases 
spreal by environmental insanitation. It is 
comparatively easy to reduce typhoid fever prev- 
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alence toa minimum. In this city, for example, 
the chlorination of the water supply brought 
about a tremendous reduction, and pasteuriza- 
tion of the milk supply caused a still further 
decline in the typhoid fever rate. Both of these 
measures could be adopted and put into force by 
the governing authorities without any active 
participation on the part of a great mass of the 
citizens, and with no change in the habits and 
daily life of the individual. The same principle 
applies to the control of yellow fever and of 
malaria. 

The prevention of diphtheria, however, or of 
scarlet fever, is entirely a different problem. In 
each of these cases it is necessary to secure the 
active participation of the individual citizen in 
the community in any successful program of 
prevention. There is also a great group of dis- 
eases, among which the following are important 
examples—cancer, tuberculosis, syphilis and 
gonorrhea—in which the participation of the 
individual citizen is necessary to the success of 
any efforts to reduce their prevalence. This 
statement is equally true in its application to 
the problems of prenatal and infant care, or of 
school hygiene. It applies likewise to that great 
group of degenerative diseases and to the focal 
infections. Not only is public health concerned 
with the prevention of disease, but of equal 
importance is the promotion of health by im- 
proving physical and mental fitness. Not only 
to live, but to live in the full enjoyment of life 
is the aim of preventive medicine. It is obvious 
that the most intimate cooperation of the indi- 
vidual citizen is necessary to accomplish such 
an aim and health education assumes, therefore, 
an increasingly important aspect. 

On every hand are to be seen the results of 
the lack of an adequate medical service. This is 
true throughout the whole life span. Only a 
small proportion of pregnant women are under 
medical care throughout their pregnancy, and 
as a result child bearing is more hazardous than 
it needs to be. In infancy, too few babies are 
constantly under professional care for hygienic 
guidance, with the result that infant mortality 
although declining, is still much too high. In 
that neglected preschool age, too little medical 
care is furnished, and the number of serious 
defects among school children testifies to the 
need for preventive medical care in this age 
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group. It is well known that a small percentage 
of the acute contagions of childhood are seen by 
physicians, and deaths from measles and whoop- 
ing-cough, for example, call attention to this 
fact. 

In young adult life the venereal diseases are 
the most common of the infections. Here, too, 
hope of prevention lies in early, adequate and 
persistent treatment, which is not now furnished 
to the great mass of cases. Tuberculosis in early 
adult life, cancer, and the heart-artery-kidney 
syndrome in later life, all are further examples 
of public health problems in the solution of 
which early recognition of the condition and 
prompt and adequate medical treatment are 
necessary. 

In the case of many of the diseases which are 
major healih problems, the cure of a case of the 
disease is the best means offered of preventing 
further cases, or the prompt recognition (early 
diagnosis) and early and adequate treatment of 
a disease is the most effective method of pre- 
venting the development of more serious results. 
In other words, one of the most basic of the 
problems in public health today is that of fur- 
nishing to the people a more complete medical 
service, of furnishing this service earlier in the 
course of disease, and of furnishing a better type 
of medical service, particularly to the great mass 
of the people of small means. The problems of 
prevention and the problems of treatment, then, 
are to a great extent indistinguishable and in 
their solution all branches of medicine, dentistry 
and the allied sciences must unite in a common 
endeavor if a satisfactory measure of success 
is to attend their efforts. 

In order to bring to the individual more com- 
plete benefits of medical science, the service of 
the physician and dentist must be more largely 
a preventive service. This involves a great 
change in methods of medical practice. It goes 
back further and involves a change in medical 
teaching. The medical curriculum will need to 
lay more stress upon the practical application of 
the practice of prevention as applied to the com- 
munity and as applied to the individual aspects 
of disease. The training of medical students 
must be more largely in detecting slight errors 
in normal function, in looking for minor devia- 
tious from the normal in the operation of the 
human mechanism. The physician must become 
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the hygienic advisor of his patients, and in the 
course of his daily work he must emphasize to 
the patient the necessity for continuous hygienic 
supervision and the importance of seeking a 
physician on the first sign of illness. 

The idea of a periodic physical examination 
of apparently normal persons has been gradually 
growing, although it has not met with an enthu- 
siastic response on the part of the public or the 
profession. This is perhaps because the exami- 
nation has been considered as an end in itself— 
a result to be sought—whereas, as a matter of 
fact, it is only a means to an end. The end 
result which should be sought is earlier recogni- 
tion of disease, the detection of impaired func- 
tion in the human organism, the recognition of 
slight deviations from normal, while the path- 
ology is still in an incipient stage. This involves 
a different attitude on the part of the average 
physician. Heretofore physicians and dentists 
have been largely engaged in treating the end 
results of gross pathology, have been concerned 
with the salvage of human wreckage, and have 
not interested themselves sufficiently in the 
slight errors in normal function of body or 
mind. The dentists have progressed further 
than the physicians in conveying to the public 
the importance of preventive dental care, but 
it is stated that even in this profession 90 per 
ceut. of the work of its members deals with 
reparative treatment rather than with preven- 
tive treatment. 

Under our very eyes the science of medicine is 
undergoing an evolution such as has not here- 
tofore occurred in the history of the world. 
The problems of yesterday are not the problems 
of today, and the methods of the past often are 
not applicable to present tasks. One of the most 
significant changes which has occurred in medi- 
cine is the tremendous and increasing interest 
of the public in the facts of health and disease. 
Medical science is no longer a subject of pro- 
fessional mystery—a new scientific fact today 
becomes the topic of public conversation tomor- 
row. The public is insistent in its search for 
knowledge which has a bearing upon the prob- 
lems of individual and community health, and 
it is of immediate concern to the medical pro- 
fession how this knowledge is to be imparted to 
the public. 

The fact must be faced that in spite of the 
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receptivity of the public of medical knowledge, 
the practical application of the scientific facts of 
medicine has not kept pace with the increased 
knowledge of this science. In the larger cities 
of the country public health effort is more nearly 
commensurate with existing needs than is the 
ease with the rural districts and small towns, 
and the gratifying increase in longevity which 
has occurred during this century has been due 
almost entirely to the better health record of the 
cities. Chicago, in particular, is to be congrat- 
ulated upon the progress it has made in the 
conservation of human health. The typhoid 
fever death rate, the infant mortality rate, the 
record as regards other preventable diseases and 
the general death rate, all bespeak an efficient 
organization of the community and individual 
forces of prevention. This result could not be 
secured and cannot be maintained unless the 
instruction of the public in health matters keeps 
pace with the development of the science. The 
community’s responsibility for health education 
is synonymous with the community’s responsi- 
bility for health conservation, because the educa- 
tion and information of the public must precede 
the application of any active measures for health 
conservation. 

Any program of health conservation must 
recognize both the public or community aspect 
and the private or individual aspect of hygiene. 
There are certain health problems, too well 
known to be enumerated here, which must of 
necessity be met by organized community effort 
through its health department. Other health 
problems can be met only by action on the part 
of the individual. The medical and dental pro- 
fessions should interest themselves in developing 
and guiding community thought and action no 
less than that of the individual in regard to all 
phases of hygiene. 

The first object towards which health educa- 
tion in any community should be directed is the 
provision of a well organized health department 
with properly trained personnel. This is funda- 
mental to any advance in preventive medicine. 
Studies by the Public Health Service have shown 
that of the 815 cities in the United States of 
more than 10,000 population, only 352 have full 
time medical health officers. In Illinois the pro- 
portion is much lower than the general average. 
In the rural districts of the United States only 
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15 per cent. of the population has a health serv- 
ice which even approaches adequacy. 

Once the first step has been taken by a com- 
munity and the health department placed on an 
efficient basis, the sequence in which the various 
health problems are met will vary with local 
conditions and needs. 

In every community, however, there exists 
the general need which I have mentioned already 
at some length, viz., a more adequate medical 
service for the individual, particularly the indi- 
vidual of small means, a medical service which 
will be more preventive in character and which 
will be utilized more fully by the people. 

By education of the individual to desire and 
to secure the services of the physician and den- 
tist to keep him well no less than to cure him 
when he is sick, and by education of the pro- 
fession to furnish this service, much can be 
accomplished, but there still remains an impor- 
tant economic consideration for the great mass 
of people of small means. This is particularly 
true as regards hospital care. Our system of 
hospital organization seems to leave out of con- 
sideration all except the very rich and the very 
poor. Although the hospital beds per capita are 
less in this cetfntry than in a number of others 
of which I have information, our hospital beds 
are on the average only 67 per cent. occupied, 
according to information published by the 
American Medical Association. High cost, un- 
even distribution and specialization of hospitals 
probably accounts for this condition. In any 
event, communities should provide adequate 
hospitals for the care of the sick, where treat- 
ment may be had at a cost within the ability 
of the patient to pay. 

In a recent address I called attention to the 
need which exists for the better organization of 
the forces of preventive and curative medicine, 
and for their more complete application to the 
service of humanity. The newspapers misquoted 
me as advocating state medicine. I am not an 
advocate of state medicine, and this same atti- 
tude is held by the great majority of public 
health officials of the country. I am convinced, 
however, that the facts of medical science are 
not being applied as fully as they should be for 
the prevention aad for the preventive treatment 
of disease. JI am likewise convinced that medi- 
cine as it is at present organized can remedy in 


great measure its present shortcomings. If, 
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however, medicine fails to adapt itself to chang- 
ing needs, if it fails to interest itself construc- 
tively in the problems of preventive medicine, 
the public will seek other methods to provide 
itself with this service. State medicine in one 
form or another has been adopted by a number 
of countries. It will not make its appearance 
in this country if our present medical organiza- 
tion can anticipate and meet the needs for medi- 
ca) service as they arise. The first step is for all 
physicians as individuals and through their 
medical organizations to study the community 
aspects of medicine, and to interest themselves 
in leading the community towards a solution of 
its health problems. Thus I reach the inevitable 
conclusion that while health education is a com- 
munity responsibility, the scientific leadership 
and guidance should be furnished by the medical 
and dental professions. In order to secure and 
to retain the confidence of the people, however, 
this leadership in health education must be con- 
structive and must be dictated by the broadest 
humanitarian considerations. 

Health departments and volunteer health 
agencies have long been active in the dissemina- 
tion of health information. More recently medi- 
cal and dental societies have undertaken exten- 
sive programs for the education of the public. 
The work which has been undertaken by the 
medical and dental societies of this State and 
City to educate the public in the facts of health 
and disease is a pioneer and highly praiseworthy 
effort, the success of which is being watched with 
interest throughout the country. Nothing could 
illustrate more vividly the splendid altruism 
which dominates the medical and dental pro- 
fessions than such movements as this. Fortu- 
nately, also, the practical results which should 
accrue will be of benefit not only to the public 
but to the professions as well. 

Of special significance is the pioneer action of 
the State Dental Society in the employment of 
a dentist to work under the State Department 
of Health, to demonstrate to the people the 
necessity for dental hygiene as an integral part 
of community health effort. The action of the 
State Medical Society in favoring improvement 
in local health service in Illinois through full 
time medical officers for the counties is a timely 
recognition of a fundamental need. Another 
example of practical health education is the 
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activation of the interest of the public and the 
profession in the health of the preschool child, 
which is being brought about by the efforts of 
the medical profession in this State and City, 
with the cooperation of the health authorities 
and of other interested groups. 

I have mentioned these examples of worth- 
while health educational effort because they 
illustrate principles which are fundamental to 
success and which have a general application 
everywhere to the problems of health education, 
The program has been positive rather than nega- 
tive. Definite needs have been recognized and 
practical methods of meeting these needs have 
heen agreed upon and are being put into opera- 
tion, Health education is accomplished by action 
rather than by conversation. The best method 
of education is through actual demonstration of 
practical procedures. These specific projects for 
health education have involved active participa- 
tion and coordination of effort between various 
agencies interested in a common endeavor. Of 
particular importance is the practical teamwork 
which is being demonstrated between the medi- 
cal and dental professions and the constituted 
health authorities, which is a fundamental con- 
sideration for success. 

Finally, as a result of the participation of 
medical organizations in health education, it is 
inevitable that there will be an increased confi- 
dence on the part of the public in all that these 
organizations represent. Gentlemen, in the 
words of that wonderful tribute of Osler, “ ’Tis 
no idle challenge which we physicians throw out 
to the world when we claim that our mission is 
of the highest and of the noblest kind, not alone 
in curing disease but in educating the public in 
the laws of health, and in preventing the spread 
of plagues and pestilences, nor can it be gain- 
said that of late years our record as a body has 
been more encouraging in practical results than 
those of the other learned professions. Not that 
we have lived up to the highest ideals—far from 
it—we are only men. But we have ideals, which 
means much, and they are realizable, which 
means more. Of course, there are Gehazis 
among us who serve for shekels, whose ears hear 
only the lowing of the oxen and the jingling of 
the guineas, but these are exceptions; the rank 
and file labor earnestly for the public good, and 
self-sacrificing devotion to its interests animates 
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our best work.” Our meeting here illustrates 
our high purpose. 

While crime and fraud are still ~einmanes de- 
spite the efforts of our brother professions of 
jay and legislation, while the race grows better 
so slowly through the ages despite our brothers 
of the cloth, with pride we can point to our 
accomplishments of recent years in our country. 
Yellow fever wiped out, the death rates from 
tuberculosis reduced forever, the means for eradi- 
cating smallpox and diphtheria revealed, the tor- 
tures of the operating room removed by anes- 
thetics, and the seeming mircales of modern 
surgery and dentistry. The average age length- 
ened by several years, and life made broader, 
fuller, better. 

But let us realize that “New occasions bring 
new duties, time makes ancient good uncouth.” 
No longer can you who are practicing physi- 
cians and dentists fulfill your obligations by only 
treating the sick who come to you. We must 
through the press and our medical organizations 
impart the gospel of health, and using our high 
position and knowledge lead our communities 
to better conditions, and in doing so let us be 
frank, direct and clear. 

Teach that the profession works “by wit and 
not by witchcraft,” that there are diseases we 
still cannot prevent or cure, that we know our 
limitations while we are striving in laboratory, 
office, hospital and field to remove them. 

Finally, in the language of the great Apostle, 
remember—“TIf the trumpet gives an uncertain 
sound who shall prepare himself for the battle? 
So vet, except ye utter by the tongue words easy 
to be understood, how shall it be known what is 
spoken? for ye shall speak into the air.” 





ESOPHAGOSCOPY AND ASSOCIATED 
PROBLEMS* 


Harotp R. Watkins, M. D. 
BLOOMINGTON, ILLINOIS. 


In approaching endoscopic procedure as ap- 
plies to the esophagus, we stand at the threshold 
of a varied, important, and as yet, almost a virgin 
field. Much has been achieved and written by 
the Masters, yet little has been done as routine 
work by the large majority of those whose special 
training equips them to undertake it. To me it 
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holds an unusual and appealing interest. My 
effort in writing this paper is to stimulate more 
thought and discussion upon the subject, and to 
hope that increased and better work shall be done. 
If, in any small measure, these things shall be 
accomplished—I am more than repaid for my 
effort. 

The necessary clinical material for this work 
has been collected by Doctor Watson W. Gailey 
and the writer but we have been compelled to 
omit histories, slides, and exhibits of the time 
allotted. 

Having been pupil, intern and post graduate 
student of Dr. Chevalier Jackson, and in his 
Bronchoscopic Clinic, it is with those fundamen- 
tals that this paper is written. 

No organ in the body yields less readily to 
surgery than does the esophagus: This fact is 
due, both to its own intrinsic anatomy, and to its 
own peculiar location within the thorax. Eso- 
phagotomy is attended, not onlygby unfavorable 
after-results but by the gravest ke surgical dan- 
gers and an alarming mortality. Thus some 
means of endoscopic procedure has been impera- 
tive, and the effort has been made for many years 
to acquire a satisfactory technique. In the great 
majority of cases endoscopy seems to offer the 
only avenue of approach. Each succeeding year 
finds many new branches of endoscopy dove-tail- 
ing with the whole scheme of medical advance- 
ment. 

Necessity demands esophagoscopy because the 
esophagus is the “sewer” of the mouth, being a 
hollow, thin walled “tube” with a low resistance 
to infection and a high bacterial content. The 
esophagus invites perforation by reason of its 
anatomy which includes four normal construc- 
tions. Yet esophagoscopy is a comparatively safe 
procedure with a low mortality, and when com- 
pared with esophagotomy, even when possible, is 
by far the safer and better method. A few of 
the critical conditions possible are: Ulceration, 
erosion, perforation, infection, mediastinitis, 
stenosis, diverticula, insufflation infections and 
dehydration, 

The sources of clinical material are widespread. 
No community is without them. The foreign 
body case seems never to think “Safety First.” 
Any object that can be swallowed is likely to be 
a foreign body. The infant sees an object, reaches 
for it, pushes it into the mouth, then swallows 
instinctively and is unable to tell later what took 
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place. Cases of esophageal foreign body are seen 
by every practitioner of medicine—sometimes 
quite commonly. Yet it is to be feared that the 
condition is frequently overlooked. From such 
sources come the bulk of our clinical material, 
and the physician in general practice can be of 
great help in the handling and supervision of the 
case. Children are either too small to know bet- 
ter or are poorly supervised or educated along 
such lines. 

Industrial workers hold tacks, nails or pins in 
the mouth letting the objects get too far back 
beyond the safety zone, and inhalation or swal- 
lowing often results. 

In adults or old age, we often find a bolus of 
food lodged because of stenosis or spasm. False 
teeth, with a much lessened tactile sense, are 
often responsible for improper mastication, which 
results in lodgement at a constriction. If the 
patient is not in distress, we find that a twelve to 
twenty-four hour rest period aided by liberal 
doses of morphin and atrophine in magnesium 
sulphate solution (25%) often gives relaxation 
and passage of the bolus of food. Esophagoscopy 
can readily be done either for removal of the 
lodged substance or dilatation of the constricted 
area if indicated. 

In tumor cases of the aged, malignacy, either 
in the esophagus or in the mediastinum must be 
considered. The mediastinal involvement may 
he either by extension of the process or con- 
tiguity of tissue. 

Dental plates swallowed during anesthesia, 
fright or sleep are not an uncommon source of 
such trouble. Poisons, suicidally or accidentally 
taken, provide another group of individuals for 
this work. 

In foods are to be found broken glass, pieces 
of wood, bones of all kinds and sizes, especially 
bones broken by a cleaver. A lodged foreign 
body gives a sensation of heaviness or weight 
vpposite the point of lodgement. This is usually 
anteriorly. 

Then there are to be found special pathologi- 
cal conditions which include ulceration due to 
an impacted foreign body, corrosives, foreign 
body, lodgement of long duration or conditions 
due to unsuccessful attempts at removal of a 
foreign body and those conditions tuberculous in 
«tiology. We may find luetic lesions present. An- 
other valuable lesson so ably brought out by Dr. 
Jackson is found in those cases of hematemesis 
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of esophageal origin so frequently diagnosed gas. 
tric hemorrhage. This blood may drain into the 
stomach before emesis, or may be due to pul- 
monary overflow into the esophagus or stomach. 

Exploratory esophagoscopy is warranted if any 
one symptom is present, even in the face of nega- 
tive x-ray findings, except in cases where contra- 
indications forbid it. Eight to ten days is a safe 
interval between esophagoscopies. All dysphagias 
deserve early exploratory esophagoscopy. 

In spasm cases a rest period and sedatives with 
general treatment, may relieve the disturbance. 
If esophagoscopy be done the tissues may present 
a normal appearance. 

Correct management of a case requiring endo- 
scopic study demands thorough preparation. Hos- 
pitalization is the first step. Then a complete 
history, as that portion pertinent to foreign body 
may go back many years and be very important. 
A complete physical and laboratory examination 
is of great value because certain indications for 
or contra-indications to the work may thus be 
obtained. A direct mirror examination of the 
pharynx and larynx is absolutely necessary as it 
often reveals Jackson’s sign of frothy material in 
the pyriform sinuses, indicative of stenosis. In 
adults, an examination with the naso-pharyngo- 
scope may discover a post nasal foreign body. A 
blood Wassermann should be taken in all adult 
dysphagias. Regurgitation and vomiting must 
be differentiated, although vomiting is rare in 
foreign body cases. In children, if liquids pass 
but solids return, always think of a foreign body. 
In infants it is necessary to rule out pylorospasm 
or congenital hypertrophic stenosis. In dyspneic 
cases enlarged thymus should be considered and 
examined by x-ray and change of position. When 
food regurgitates it is imperative to stop all food 
or liquids by mouth in order to avoid “overflow” 
pneumonia. Infants lie on the abdomen (Grove) 
when suffering with a foreign body in the eso- 
phagus, probably to take the pressure of the 
trachea off the foreign body. 

Localization and mechanical problems require 
the services of the roentgenologist who must be 
given full sway. His opinion is invaluable. Re- 
member that a flat foreign body in the esophagus 
presents its edges laterally because the esophagus 
is widest in its lateral dimension. The exact 
opposite is true of the trachea. Preliminary 
fluoroscopy may give much help. A_ bismuth 
filled No. 00 capsule x-rayed or fluoroscoped, both 
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before and after dissolving, will, by its lodge- 
ment and coating of the foreign body, be of much 
diagnostic value in reaching a conclusion, espe- 
cially if the foreign body is non-opaque to x-ray. 

(Certain medicinal agents are serviceable. It 
is an excellent plan to alkalinize the patient if 
time permits. Body fluids can be replenished by 
mouth, rectal absorption, intravenous administra- 
tion or continuous hypodermoclysis. The Mur- 
phy drip of soda bicarbonate and glucose is ex- 
cellent therapy. In cases of extreme dehydration 
it is well to perform a high gastrostomy and then 
supply the drip solution direct to the gastrostomy 
tube as much larger amounts can be absorbed 
from the stomach. Esophagoscopy can be done 
later when the general condition permits. In all 
foreign body cases where sharp points are not 
imbedded in the mucous membrane, we have 
found frequent, small amounts of liquid petrola- 
ium of value as a lubricant to help keep a foreign 
hody from becoming lodged. For the relief of 
esophageal discomfort it is essential to give a 
powder or tablet consisting of Acetysalicylate 
grains iliss, Asephenetidin grains iiss, and caf- 
feine grains ss, dissolved in a small amount of 
water if possible. 

Surgical antisepsis must be adhered to as in 
all operative procedures. For the patient a cold 
Na C1 mouth wash and distilled water only if 
possible. Also we routinely use a non-irritating 
neutral aniline dye in small amounts every two 
hours by mouth with good results. To empty the 
esophagus of food particles, give a drink of 
water, then lower the head, and induce regurgi- 
tation. 

Before actually beginning the procedure, 
choose the instruments most adaptable, testing 
out all mechanical parts, after having practiced 
on a duplicate foreign body if possible. One 
must be ready for any emergency that may arise. 
Remember that the contraindications are often of 
greater importance than the indications. Just 
hefore admittance to the operating room, verifi- 
cation of the position of the foreign body should 
be made by the fluoroscope or x-ray. The anes- 
thetic of choice in our work with children has 
been ether unless contraindicated by dyspnea. No 
narcotic is required. We use the Jackson modi- 
fied Boyce position keeping the shoulders on the 
table with the head flexed, elevated and extended. 
For a satisfactory mouth opening, we have found 
the Moore bite block to be of excellent service. 
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In the identification of landmarks the right 
pyriform sinus is easier. This gives the correct 
general direction toward the left anterior superior 
spine of the ilium. The teeth and right pyri- 
form sinus lips must be watched for trauma. In- 
troduction of the esophagoscope must be by 
direct vision. After the right pyriform sinus is 
passed we have found that a rotary progression 
and regression aids in smooth passage. This 
irons out the folds which must be explored, not- 
ing narrowings, anatomical and pathological. 
The color of the mucosa is an important consid- 
eration in pathology of the esophagus. Suction 
and sponging will keep the esophagus clear of 
debris. Due to the vapor which is exhaled we 
have found it better not to give ether by side 
chain as it is irritating to the eyes of the opera- 
tor. The crico-pharyngeus is prone to spasm and 
must be so considered. Proper direction and 
pressure will avoid embarrassment of respiration 
by tracheal crowding. 

Reaching the level of involvement of the 
foreign body, its kind, presentation, mechanics 
and surgical aspect must be observed. The loca- 
tion of sharp points is most important. In 
stenosis ascertain their number, extent, if con- 
centrie or eccentric, and the color of the sur- 
rounding tissue. If tumor he present, whether 
within or without the esophagus, whether ob- 
structive or not, and if possible take tissue for 
biopsy—remembering that a very minute piece 
of tissue is sufficient for diagnosis. In case of 
ulcer note the kind, location, size and whether 
obstructive or not. Also note the level in centi- 
meters from the superior incisor teeth. When 
undertaking removal of the foreign body, never 
use force or haste as a substitute for skill. It is 
better to leave a foreign body than to perforate 
an esophagus. There is always time to keep 
within the limits of safety and good judgment. 
But time must be conserved; the hours spent in 
practice save minutes at operation. A complete 
armamentarium is absolutely essential. Under 
the same mechanical conditions what goes down 
can come up. A stop watch should be used for 
noting the time limits and the time recorded. 
When the foreign body is reached, gently free 
any grasping points until no mucous membrane 
is held in contact. Never grasp structures which 
cannot be clearly seen through the esophagoscope. 
This will prevent the forceps from tearing the 
tissues. Each foreign body removal must be 
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worked out according to the problems which it 
presents. Traction against the esophagoscope and 
holding the long axis of the foreign body par- 
allel to the long axis of the pyriform sinus, often 
saves the temporary loss of a foreign body from 
the forceps. 

Considering the post operative care of the 
patient it is well to force fluids, alkalinize the 
patient, use a non-irritating neutral aniline dye 
by mouth and non-irritating soft diet after the 
first twenty-four hours. For forty-eight hours 
omit fruit juices and acids as they irritate the 
inflamed site of the foreign body. Complications 
are to be noted as usual by the physical signs and 
the temperature chart. An x-ray of bismuth 
often is helpful in noting post operative stenosis 
or extension due to tearing. If there are no com- 
plications general diet is given as soon as pos- 
sible—the sooner the better. 

Regarding the course of treatment in stenosis 
cases, it is better to dilate from above if possible. 
If not, do high gastrostomy, then retrograde 
bouginage using a No. 10 Tucker bougie and con- 
tinuing upward to a No. 30 at intervals. Run- 
ning bougies in a series of two or three at one 
houginage, we have found helpful. This can be 
done, for example, by using a No, 18, No. 20 and 
No. 22 tied end to end. When a No. 18 is easily 
passed, No. 20 fairly easy and a No. 22 provides 
a good dilatation. This method is less uncom- 
fortable than simply trying a No. 22. Never use 
force in these cases. We find that the sizes 
No. 16 and No. 18 require most repetition. By 
passing the string through the mouth, irritation 
of the inferior turbinate in children is avoided in 
those old enough not to bite it off. In case of 
a lost string it can be picked up through the gas- 
trostomy opening. Another method is to give 
food, stand the patient on elbows and knees, and 
then request coughing. The string usually comes 
out through the gastrostomy opening. 

Ulceration cases may require local applications 
and putting the esophagus at rest after removal 
of the cause. Systemic treatment in some condi- 
tions will, of course, be necessary. 

Where tumors are present diagnose by appear- 
ance and verify by biopsy if possible. In condi- 
tions where a bolus of food has lodged previously, 
dilate the stenosis and improve the mastication 


of the food. For spasm, give rest period, seda- 
tives if necessary and warm water in_ small 














amounts as it is less likely to cause the disturb- 
ance. iA 

When confronted with a moving foreign body 
it is safer to keep it going than to have it lodge 
or be forced up into the larynx or trachea. Avoid 
cathartics as they increase the danger of peristal- 
tic perforation. As a lubricant aid, liquid petro- 
latum is excellent. Have the parents or nurses 
watch for the foreign body’s passage by bowel. 
The stools must be strained. This becomes a 
great game for the parents. However, it is 
usually over in two to five days. The scratch on 
the esophageal wall may simulate a foreign bedy 
and be misleading, although symptoms leave in 
twenty-four to seventy-two hours as a rule. Jack- 
son’s sign when tracheal pressure produces pain 
opposite to the foreign body is valuable. When- 
ever a foreign body lodges below the stomach and 
is likely to produce a perforation the abdomen 
must be opened by the general surgeon. 

During the after care of the patient, make fre- 
quest inspections to discover regurgitation, vom- 
iting and any physical signs of complications. 
The gastrostomy wound may be closed when the 
scar is gone; when well masticated foods pass 
easily, and when a No. 30 Tucker bougie passes 
readily at intervals of several weeks. The diet of 
stenosis or spasm cases should be thoroughly 
masticated and soft foods, served warm—never 
hot or cold, at first giving warm liquids in small 
amounts. 

In anticipation of stenosis it is best to begin 
early bouginage and dilatation while the open- 
ing is large and the general condition still favor- 
able. Stenosis is much more likely in a foreign 
body case of long duration. Lye cases often have 
slow, gradual stenoses which are acquired during 
many months or years. 

Many and vital are the results to be obtained 
by esophagoscopy. The patient gets early relief 
of distressing symptoms; pain, dysphagia, regur- 
gitation and dehydration. The prevention of 
complications comes through the supervision and 
education of children, teachers and parents, and 
by extreme care and team work at the time of 
operation. The avoidance of undue haste and 
force, combined with faithful practice, a com- 
plete preparation and study of the case, backed 
by the entire armamentarium of endoscopy offers 
the solution. In order to check advancing path- 
ology it is necessary to give specific treatment as 
indicated, and to do gastrostomy before advanced 
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dehydration became manifest. Early dilatation 
and exploratory esophagoscopy are paramount. 
The value of systemic treatment must not be 
overlooked in these cases. 

Most important of all, esophagoscopy saves or 
prolongs life, making useful citizens out of in- 
valids in a manner not reached otherwise. One 
must know the limitations of each case to suc- 
cessfuly cope with it and its associated problems. 

Children require special precautions. At oper- 
ation: A 7 mm esophagoscope and a tracheotomy 
set should be ready at hand. They must have 
education and supervision in the home as to the 
dangers of foreign bodies in the mouth. General 
precautions such as poisons labeled, kept out of 
reach, buttons sewed on tight, no loose pins and 
large playthings that cannot come apart leaving 
a small part to be swallowed. 

From an anatomical standpoint, tracheal 
pressure must be watched, tissue damage by per- 
foration must be avoided, infection lessened, a 
10 mm esophagoscope used for adults, at the same 
time watching for food overflow. In a foreign 
body with points up, give a general diet to aid 
the movement downward. 

The procedure of endoscopy will accept of no 
substitution either of instruments or operators ; 
for only hours of practice can save valuable min- 
utes at operation. Excellent practice is obtained 
by picking up various likely foreign bodies and 
working out problems with them. Except in 
emergency cases it is a wise plan to obtain some 
practice with a duplicate foreign body before 
operating. Thus complete equipment should al- 
ways be at hand even if some of it may never be 
used. Recall also that liquid petrolatum and 
sedatives will aid both nature and operator in the 
solution of the foreign body problem. So also 
will good team work be of unquestioned value. 
Blind probing or bouginage is inexcusable. It 
must seem evident that every community deserves 
an endoscopic team as an agency in the saving 
of life; if, as is admitted, a pulmotor team is an 
accepted safety measure. 

Undoubtedly a foreign body in the esophagus 
is less dangerous than one located in the trachea 
or larynx. However, esophageal endoscopy is a 
more difficult procedure than bronchoscopy. So 
also a moving foreign body may be more uncom- 
fortable but is safer than a lodged one. Please 
recall that time alone never rules out a foreign 
body. A foreign body lodged within the eso- 
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phagus must be removed, and endoscopy is the 
answer. Recall again this cardinal fact, a lodged 
foreign body gives rise to a sensation of weight 
or heaviness within the chest, at a point anterior 
to its position. Although occasionally the sensa- 
tion may be referred posteriorly it is never lateral 
in position. It is mistakes which exact the high 
toll of trauma and even of life in esophagoscopy. 
Bear in mind that both pre and post-operative 
alkalinization are of cardinal importance. 

Looking toward legislation the great State of 
Illinois has no Commercial Lye Legislation Act. 
Lay Education is the chief ground work of all 
prevention and this must begin by the profession 
through the homes and schools, as well as health 
campaigns. Until state or national legislation 
controls the sale and proper marking of all 
poisons such as lye, we will have hundreds of such 
inexcusable cases requiring our help. 

The profession must continue and enlarge its 
education as to frequency, symptoms, procedure, 
advancements and follow-up care of endoscopic 
work to keep pace with advancing medicine. 

For the future we will see the early diagnosis 
and removal of all esophageal foreign bodies, re- 
ducing complications to a minimum. Endoscopy 
will become an important part of the curriculum 
of every medical college and post graduate school 
in this country. Many more well trained endo- 
scopic teams will-protect communities in this kind 
of work. Endoscopy will continue to be a splen- 
did, essential diagnostic factor in thoracic and 
upper abdominal diseases. 


SUMMARY 

In general summary let us consider these pri- 
mary factors. The work is everywhere to be 
done. The harvest is ripe and plentiful. The 
workers pitifully few. There is a crying need 
for more, many more, trained men. Surely with 
conditions as they are, thousands of cases must 
go unrecognized. Let us also keep ever before 
us the paramount importance of preparing our 
patients well. The three vital factors, study, al- 
kalinization and x-ray, are the prime essentials. 
Neither can we stress too strongly the value of 
constant practice with every variety of foreign 
body under every possible circumstance. Ade- 
quate after-care must also be deemed of as great 
importance as the work which has preceded it. 
Time must and will provide sane and sensible 
legislation which will save many an innocent 
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little life. And, lastly, consider the almost mi- 
raculous results, the patient delivered from pain, 
suffering, and what in the end amounts to a lin- 
gering fatality. 

If you will notice, literature on endoscopy is 
coming from all parts of the country which its 
merits warrant. Much constructive, controver- 
sial opinion will aid in bringing more men into 
active interest in this subject. If one looks only 
to the altruistic side of medicine he could not 
find a better field. 

Again let us trust that those who hear and 
read may be awakened to a future keener inter- 
est which shall be rewarded with a monument of 
successful progress. 


DISCUSSION 


Dr. C. F. Yerger, Chicago: Dr. Watkins’ paper is 
one that covers a big field and covers it very well. 
He has undertaken to talk on various topics ordinarily 
included under endoscopy, and each topic in itself— 
laryngoscopy, bronchoscopy or esophagoscopy—would 
be in itself sufficient to consume quite a time in dis- 
cussion. 

This is a sort of bird’s eye view of the subject, 
hitting the main points. To Dr. Chevalier Jackson, the 
profession owes a debt of gratitude for educating men 
in this special field. He deserves more credit than 


anyone in the world for this. I might also emphasize 
the importance of teamwork comprising the endoscopist 
with the internist and the surgeon. I believe that the 
same criticism holds here as in other parts of our spe- 
cialty—the internist and the surgeon do not call on the 
specialist frequently enough in some of these borderline 


cases. 

He brought out the point of the use of bougies. Any 
case that requires bougies should have the cooperation 
of the endoscopist and roentgenologist. The endo- 
scopist should not attempt to remove a foreign body in 
any case in which it is possible to get a shadow in 
a picture until he has had the case x-rayed. The ques- 
tion of anesthesia is sometimes of great importance and 
much could be said about that alone. General anes- 
thesia is as a rule to be side-stepped in these cases as 
much as possible, and following Dr. Jackson’s teaching, 
ene can get along most of the time without it. 

Dr. James LeBensohn, Chicago: There is one type 
of impacted foreign body that can be treated medically 
—that is impacted food. I had a man who swallowed 
a piece of liver which was too large to be ingested and 
he had as a result considerable discomfort. An in- 
jection of apomorphine relieved him. Not long ago, I 
published this as an original contribution, but discov- 
ered later that it has been warmly recommended by 
a previous author in the 90's. 

Dr. H. R. Watkins, Bloomington (closing): I want 
to thank you for the remarks you made on this paper. 
I spent a good deal of time with Jackson, and I know 
that the wish nearest his heart is to have a number 
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of young men all over the country protecting the com- 
munities. He says that then his mission would be ful- 
filled. 





SURGICAL TREATMENT OF CONGENI- 
TAL UMBILICAL HERNIA* 


HH. P. Saunpers, A. B., M. D. 
CHICAGO 


The facts that true congenital umbilical hernia 
is a clinical entity rather rarely seen, and that a 
congenital umbilical hernia containing several 
abdominal viscera is very uncommon makes us 
feel justified in reporting such a case and dis- 
cussing its surgical treatment. 

It must be remembered that umbilical herniae 
are divided etiologically into three types—con- 
genital, infantile acquired and adult acquired. 
It is of the first type that we wish to speak. 
This first type, congenital umbilical hernia, is 
further divided into the very small protrusions, 
herniae into the cord, and the large herniae in 
which much of the abdominal contents may pro- 
trude into the cord several centimeters past the 
abdminal wall. In other words, they may vary 
from a small “umbilical button” the size of a 
finger tip to a tumor the size of a fetal head. 
It has been estimated that true congenital um- 
bilical hernia probably occurs about once in 
5,000 deliveries, and one containing intestine or 
other abdominal contents occurs once in about 
10,000 cases, so it is not very likely that the 
average physician will see more than two such 
cases in a life time. 

The etiology of congenital umbilical hernia 
differs from acquired umbilical hernia in that 
it is more common in males while the acquired is 
more common in females. Buschan and Ling- 
fors collected 106 cases, 75 of which were males. 
The real cause of congenital hernia is some in- 
terference with the closure of the umbilical ring 
such as increased abdominal pressure, traction 
on the cord in utero due to its being too short 
or becoming entangled around the limbs, body 
or neck. Some cases have shown adhesions which 
seemed to hold a loop of intestine, a piece of 
omentum or a lobe of the liver out in the cord 


‘past the umbilical ring thus interfering with its 


closure. It then appears that, if in the em- 
bryological development of the fetus there is 
any mechanical interference with the develop- 


“Read before the Section on Sucgery. Illinois State Medical 
Society, Champaign, May 19, 1926 





inte 
exa: 
to i 
don 
ther 
cont 
the 

the 

vita 
tion 
cum 
ance 
care 
ligat 
of a 
Piece 
treat 
the - 
the d 
after 


rnia 
lat a 
veral 
S Us 

dis- 


“niae 
-con- 
ired. 
eak, 
a, is 
ions, 
le in 
pro- 
; the 
vary 
of a 
ead. 
um- 
e in 
le or 
bout 
- the 
such 


rnia 
that 
ed is 
sing- 
ales. 
2 in- 
ring 
ction 
short 
body 
hich 
e of 
cord 
h its 
em- 
‘e is 
elop- 


[edical 


March, 1927 


ment of the layers of the anterior abdominal wall 
as they close about the abdominal ring thereby 
gradually making this opening smaller, this alone 
is sufficient cause for the development of a her- 
nia. This deformity, like many others is much 
more common in the premature infant. It is 
very often accompanied by other malformations 
or incomplete developments. Hertsfeld collected 
16 cases of which 12 had associated with them: 
fissure of the palate four cases, fissure of the 
bladder five cases, pubic fissure three cases, spina 
bifida four cases, cerebral hernia one case. 
Among other deformities reported as accom- 
panying umbilical hernia are included absence 
of the cranial vault, anencephaly, club-foot, hare- 
lip, spinal curvature, and hypospadia. 

The diagnosis is usually very easy, if the per- 
son performing the delivery is aware of the fact 
that such a thing as congenital umbilical her- 
nia, though rare, does exist and may occur in 
his practice, and that it is his duty to be on the 
lookout for this condition. The fact that the 
Wharton’s jelly is transparent makes it possible 
in most eases to recognize the condition very 
readily by close inspection, and often renders it 
possible to even identify the various organs in- 
cluded in the hernia. The peritoneal sac and 
Wharton’s jelly are usually the only coverings 
over the contents, the dark color of the liver 
or spleen usually revealing their presence, while 
in the unstrangulated cases it has been reported 
possible to observe the peristaltic action of the 
intestines. Every large cord should be carefully 
examined before clamping, especially if it seems 
to increase in diameter as it approaches the ab- 
dominal walls. Even where the cord is small, 
there is a slight bulging at the base which may 
contain a hernia. This ease of recognition, and 
the fact that the success of the treatment and 
the ultimate prognosis of the condition are so 
vitally aided or destroyed by the early recogni- 
tion of the presence of a hernia makes it in- 
cumbent on us to make a plea for constant vigil- 
ance on the part of the obstetrician in looking 
carefully at every cord before it is clamped or 
ligated, as the unfortunate clamping or ligating 
of a cord containing a loop of intestine or a 
piece of liver is likely to render the subsequent 
treatment of no avail. A few hours after birth, 
the jelly and sac are no longer translucent, so 
the diagnosis is much easier to make immediately 
after delivery. 
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The pathology confronting us in this condi- 
tion varies widely. There may simply be a bulg- 
ing navel which contains a piece of omentum or 
loop of intestine. From this small deformity, 
we may find increasingly large and severe types 
which contain several loops of intestine includ- 
ing the transverse colon; cecum and appendix; 
coils of small intestine; a large portion of the 
liver, pancreas, spleen and stomach. Meredith 
reports two cases, one of which contained 30 c.c. 
of serum, most of the small intestine, cecum and 
appendix ; the other contained the liver and most 
of the gastro-intestinal tract. These contents 
always seem to be surrounded by a thin layer 
of peritoneum, the amnion, and Wharton’s jelly, 
though Downes reported one case where no 
Wharton’s jelly seemed to cover the contents. 

The very nature of these cases and their eti- 
ology usually render their treatment necessarily 
surgical. The existence of the infant in utero 
is most favorable to the healing over of the ring 
since there is no likelihood of increased intra- 
abdominal pressure by constipation, crying, colic, 
phymosis, coughing, etc. So, if the ring has not 
closed in these favorable conditions, we could 
not logically expect it to close after birth when 
one or all of the above named factors may col- 
laborate to hinder its healing. 

Tt is true that acquired infantile herniae are 
often cured by bandages and trusses, and the very 
small ones of the congenital type sometimes 
vield to conservative measures ; but most of these 
and practically all of the more severe types with 
a large sac containing various abdominal viscera 
protruding through a large ring demand surg- 
ical treatment as the only hope for permanent 
cure, or even continuing life with any degree of 
comfort, or freedom from the fear of impending 
strangulation of the contents. It would appear 
logical then to use conservative measures only 
on the very small herniae which do not protrude 
far enough to be likely to become strangulated ; 
but it is imperative that the large type be treated 
radically as soon after birth as possible. 

In performing any surgical procedure on young 
infants, extreme precautions must be taken to 
forestall the development of infections or surg- 
ical shock. 

Infection is best prevented by bathing the 
entire abdominal wall with sterile olive oil to 
remove the vernix caseosa, then ether is used to 
remove the oil. The skin is then cleansed with a 
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weak bichloride solution followed by alcohol 
which is washed off with sterile water. 

Surgical shock in these cases can best be pre- 
vented by performing the operation in a very 
warm room with the patient on a warmed table, 
thus maintaining body temperature, and by per- 
forming the operation as quickly as possible, us- 
ing the method which produces the least amount 
of trauma to the tissues. Normal salt solution 
should be given per rectum during or shortly 
after the operation, or, if necessary, it can be 
given hypodermatically. 

The quickest and least traumatic procedure 
consists of ligating the umbilical vessels securely 
as close to the abdominal walls as possible. The 
sac is then opened prolonging the incision up 
and down the abdomen above and below the um- 
bilicus just as far as is necessary in order to 
replace the contents without having to squeeze 
and handle them too much. As soon as they are 
all replaced, the sac is removed, transfixed and 
ligated, thus closing the peritoneum. The other 
layers are then closed by through and through 
mattress sutures of silkworm gut including all 
the layers and closing the entire incision in this 
manner. 

When the wound is closed securely, sterile 
dressings are applied and a snug binder so fitted 
on that it will minimize pressure from within 
if the child should cry or become constipated. 
Everv effort is made to keep the child quiet, 
and for the first few days it is fed with breast 
milk which has been pumped so that the exer- 
tion of nursing is avoided. 

In older children and adults who still have 
congenital umbilical hernia, the surgical treat- 
ment is different. Here we are dealing with 
an individual more able to combat shock and in- 
faction, but who has had a hernia for a number 
of years, and the tissues have become stretched 
and thin so that they do not heal so readily as 
in the infant thereby necessitating greater pre- 
caution against a recurrence of the hernia. 

The operation best suited for these cases is 
that described by Mayo in which a transverse 
elliptical incision is made through the skin over- 
lving the herniae. The sac is then exposed, 
opened and its contents replaced; the sac re- 
moved and peritoneum closed. The wound is 
then closed transversely pulling the upper flap 
of transversalis fascia and aponeurosis down and 
overlapping it over the lower flap as far as pos- 
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sible without leaving too much tension, and it 
is sutured there with mattress sutures of chromic 
catgut. The elliptical incision in the skin is 
then closed removing any surplus skin. In this 
manner, we take advantage of the fact that the 
aponeurosis and fascia are stronger above and 
below the umbilicus than they are on the sides, 
and that the abdomen in many of these cases is 
rather fat and the tension is greater in the lateral 
direction than it is in the longitudinal. 

Congenital umbilical herniae, especially of the 
large type containing other abdominal contents 
besides intestine, give a very poor prognosis, be- 
cause of the severity of the operation for such 
young patients, and the likelihood of intestinal 
obstruction developing if they are not operated 
upon. 

Downes mentions a series of 90 cases treated 
by laparotomy of whom 65 recovered. He says 
the prognosis is especially bad when a part of 
the liver is included in the hernia. MacDonald 
collected a series of 31 cases, 19 of which were 
treated surgically with only 2 deaths, while of 
the 12 treated by bandages 9 died. 


Report of case: Baby O. 

January 19, 1924, we were called to “stop a hemor- 
rhage in the cord.” Examination revealed a newly 
born, well developed male infant weighing 7 Ibs. 10 oz. 
There were no anomalies on the body except at the 
umbilicus, which was about 6 cm. across and the cord 
gradually becoming smaller as it left the body. The 
cord had been clamped about two inches from the 
body, and the physician in charge said that it seemed 
to be getting larger and darker since it was clamped. 
Investigation revealed that bleeding was taking place 
into the cord and that it was getting larger. The 
contents of the cord could not be distinguished because 
of the darkened color due to the bleeding. It was 
apparent that some action had to be taken at once. 
The cord was opened on the side and found to contain 
several loops of small intestine, the cecum and ap- 
pendix, some of the liver and considerable blood which 
was coming out of the liver where it had been torn, 
probably during delivery. Under ether anesthesia the 
incision was enlarged above and below the umbilicus, 
the umbilical vessels ligated with silk; the laceration 
of the liver sutured with catgut mattress sutures, and 
the contents of the hernia replaced in the abdomen; 
the wound closed with mattress sutures of catgut in 
the peritoneum, and of silkworm gut through all the 
other layers at once. 

Normal salt solution was given to overcome the 
damage done by loss of blood and shock from the 
operation. The baby did well, ate well, had normal 
bowel movements, and maintained a temperature around 
99 most of the time. Just eight days after the opera- 
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tion the baby suddenly became very pale, and expired 
before we reached the hospital. 

Post-morten examination revealed that the sutures 
in the liver had sloughed and that a branch of the 
hepatic artery was open from which the infant had 
bled to death. 

(‘onclusions : 

1. The cord of every baby should be care- 
fully examined for hernia immediately after de- 
livery. 

2. The prognosis of large congenital umbil- 
ical hernia is grave, but better in cases treated 
surgically than in those treated conservatively. 

3. The author’s case was unusual in that the 
liver had been injured during delivery. 


BIBLIOGRAPHY 

Ochsner, A. J.: Umbilical Hernia. Surg. Clin. Chicago, 1919, 
IIT, 689. 

Watson, L. F.: Treatment of Umb, Hernia, International 
Clinic,1922, II, 7 

Sexton, L.: Oberservations on Umb. Hernia. Interstate Med. 
Jour., 1918, XXV, 374. : 

Meredith, E. W.: Cong. Hernia of the Umbilical Cord with 
report of two cases. New York Med. Jour., 1906, LXXXIII, 
13s, 

Moran, M. M.: Umb. Cord Hernia. Amer. Journ. Surg., 
1905, XIX, 142. 


Downes, W. A.: Umb. Cord Hernia. Operation 11 hours 


after birth, Am. Surg. 1910, LI, 113. 
Kennedy, A. E., Jr.: Hernia into the Umb. Cord., Brit. 
Med. Jour., 1901, II, 1735. 


DISCUSSION 
Dr. W. R. Cubbins, Chicago: This is rather an 


unusual condition and it should be recognized as soon 
as possible because then the child is absolutely clean 
and does not need very much sterilization. When 
these children are born they should be put in a sterile 
towel and taken to the operating room. Whatever 
little caseous material is present can be wiped off. 
You must remember that these children cannot lose 
very much blood. The smallest blood loss devitalizes 
the child, I would not use ether in any of these new- 
born children. I am not so sure but what they could 
be operated on with little or no anesthetic, a drop of 
ether or chloroform after a drink of whiskey. The 
memory of these small pain attacks is short. If you 
give them much anesthetic they are liable to pass out. 
They die so rapidly that it behooves you to use ex- 
treme care. Where the liver or small bowel is out it 
should be handled with care. An ordinary tear in an 
adult’s liver will not produce much bleeding, but one 
in a child’s liver will cause much bleeding. I think 
many times we under-estimate the value of the trans- 
versalis fascia. It is this fascia that holds up the 
anterior part of the abdomen instead of the fascia on 
the outside of the rectus. We must be careful to coapt 
the transversalis fascia in repairing these hernias. It 
means a certain amount of support is afforded. 

Dr. A. U. Christianson, Rockford: This subject has 
been very well covered in the paper. As to the in- 
cision, it does not make much difference whether a 
transverse or rectangular incision is made as long as 
we have a good exposure. Some of these babies would 
do better if given not a transfusion but a small amount 
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of blood before we make any attempt to operate on 
them. 

Dr. Cubbins spoke about these babies dying under 
the anesthetic and it reminded me of.one time we 
were going to circumcise a little fellow; we had beea 
in the habit of doing the operation without an anes- 
thetic but this doctor did not want to see his patient 
hurt, so we proceeded to give a little chloroform and 
the child stopped breathing, but we were able to bring 
him back. As Dr. Cubbins said, these operations 
should be done with little if any anesthetic. Some of 
them can be started without any anesthetic. If there 
is some bleeding, whether the intestines are out or not, 
it can be stopped by putting a little compress on it. 
I am very much afraid of an anesthetic in a little baby. 
I believe we can do better work in little babies if we 
give some blood before we attempt any surgical pro- 
cedure. It is. a very simple matter to take a little 
blood from the mother and inject it into the baby. 

Dr. H. P. Saunders, Chicago (closing the discus- 
sion): I wish to thank Dr. Cubbins and Dr. Christian- 
son for their discussions. I attempted to open the ab- 
domen and reduce the hernia without an anesthetic but 
I could not do it. This was a very large hernia. It 
contained the appendix and a small piece of liver which 
was bleeding. It was impossible with that baby crying 
and straining to reduce the contents in a satisfactory 
manner, It is true that ether or any other anesthetic 
is dangerous in these small infants, but with a good 
anesthetist a few drops of ether will quiet the baby so 
he will not cry. 

This was a very unusual case and I am glad to be 
able to present the report to the Society. 





ERY THREMIA* 


REPORT OF A CASE WITH LOW 
HEMOGLOBIN 


J. C. Repineton, M. D. 
GALESBURG, ILL. 


Diseases in which a decreased number of 
erythrocytes are found are rather common and 
have been fairly well investigated. However, 
conditions in which the red cells are increased 
above the usual number are not so well known 
principally because of their rarity. 

Physiologically the red cell count is rather 
high at birth, beginning to decrease after four 
or five days, and gradually getting down to a 
level which is somewhat lower than the normal 
adult count. The number of red cells is higher 
in thin muscular individuals and also higher in 
winter than at other seasons of the year. 

In high altitudes there is a moderate increase. 
A person with a normal count on going to live 
in a place considerable above sea level has a 


*Read before the Illinois State Medical Society, Section on 
Medicine, Champaign, May 19, 1926. 
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rather rapid rise in the erythrocyte count. This 
stays constant as long as the individual remains 
at this altitude but returns to the former count 
if they go to a lower altitude. This fact has been 
explained as due to the lower pressure of oxygen 
and probably represents nature’s attempt to keep 
the supply of oxygen at a constant in the body. 

A local increase is found wherever there is a 
stasis such as occurs when the arm is at a lower 
level than the body or if a tourniquet is applied. 
Applications of heat and cold also cause a local 
increase due to vasodilatation. 

A secondary polycythemia is found very often 
in chronic bronchitis of long standing, especially 
if emphysema is present. I have seen counts of 
9,000,000 and 11,000,000, respectively, in cases 
of this nature although the usual increase is only 
of a million or two. In congenital heart disease 
or in any heart condition with cyanosis of rather 
long standing there is a moderate increase in 
red cells. Any disease causing a large loss of 
fluids such as cholera produce a_ secondary 
polycythemia. Acute yellow atrophy is also said 
to be accompanied by an‘increase of red cells. A 
(lisease called Ayer’s disease is a stenosis of pul- 
monary artery and is accompanied by a polycy- 
themia. In all the above mentioned conditions 
the hemoglobin is increased in direct relation to 
the number of red cells and as a rule there is also 
a slight leucocytosis. 

A primary polyeythemia was first described as 
a clinical entity by Osler in 1908. Vaquez in 
1892 and Rendu and Vidal in 1895 had described 
the same disease but it was not till after Osler’s 
paper that the condition was recognized as a defi- 
nite disease. ‘Turk in 1904 described a compara- 
tively large number of cases and since that time 
the disease has been studied rather thoroughly 
under the name primary erythremia or Vaquez- 
Osler’s disease. 

It is thought to be hereditary. Relatives of 
the individual who has the disease have been 
found to have a high count but no other symp- 
tcms present. 

No activating cause has ever been found. 
Minot suggests that it is of the nature of a 
malignant change in the bone marrow, possibly 
somewhat similar to the myelogenous leukemias. 
He reports three cases that showed a leukemic 
blood picture developing with an anemia in cases 
that were typical erythremia. 

Pathologically there is bone marrow hyper- 
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trophy with congestion. ‘The spleen is usually 
enlarged and rather firm in consistency. The 
enlargement is probably due to its role as red cell 
destroyer. Occasionally the liver is also enlarged. 

The symptoms come on slowly and no definite 
time can be fixed when they began. Usually an 
indefinite feeling of lassitude extending even to 
exhaustion. Blurring of vision has been de- 
scribed in several cases. Anorexia is common 
and vomiting is occasionally present with it. 
(iastric distress and in certain cases abdominal 
pain oecur irregularly. Joint and muscle pains 
are common and vary in severity. A large num- 
ber of patients have various nervous symptoms 
such as paresthesias. Dizziness is usual. 

On physical examination, a peculiar reddish 
color of the mucous membranes and skin is in- 
variably present. This color is intensified and 
becomes bluish on exercise. ‘lhe face flushes 
easily. The blood pressure varies, occasionally 
being rather high but in many cases entirely nor- 


mal. The spleen is usually enlarged, firm and - 


not nodular. Green describes a case in which 
the spleen was quite large at first but at one 
period became normal in size though the blood 
count was still high. There are undoubtedly 
cases in which the spleen is not palpable, but 
these are rather rare and the diagnosis of pri- 
mary erythemia is not certain. There are no 
characteristic changes in the urine except an 
increase of urobilin. 

The blood shows an increase in the number 
of red cells varying from six to thirteen million. 
In each patient the number varies considerably 
from time to time. The hemoglobin is usually 
elevated in proportion to the red cells, from 120 
to 150. Koester reports a case having a 
hemoglobin of 240 with a red count of over 
13,000,000. Two cases have been reported of 
hemoglobin under 105, one of these being 85. 
The color index usually remains below one. The 
coagulation time is markedly decreased. The 
leucocytes are moderately increased or normal. 
The increase is in these cells that originate in 
the bone marrow. The platelates are also in- 
creased. The total blood volume is greatly 
increased principally due to the large number 
of cells. 

The diagnosis of this disease rests on a triad 
of high red cell count, enlarged spleen and a 
peculiar, characteristic color of the skin. 

Treatment has very little permanent effect. 
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Radiation of the red marrow bones has lowered 
the count in certain cases. Benzol has been used 
but it is rather a dangerous drug to give as it has 
considerable effect on the white cells also. One 
case of impotence has followed its use in this 
disease. Recently phenylhydrazin has been used 
and with more effect than benzol but without 
much hope of cure. In a case reported from the 
Johns Hopkins Hospital this drug was able to 
reduce the count to normal. The symptoms en- 
tirely disappeared but returned with the eleva- 
tion of the count after about three months. A 
second course of the drug is said to be not so 
effective. Care must be used with this drug also. 
It is thought to produce its effect by an increased 
destruction of cells. 

The disease lasts indefinitely and the patient 
usually dies of some intercurrent condition. 


REPORT OF A CASE 


Mr. W. A., referred by Dr. A. F. Stewart of Gales- 
burg, was seen first in September, 1923. The family 
history was unimportant; father and mother had lived 
to an old age. None of his relatives had had a similar 
condition as far as patient knew. 

Mr. A. was 65 years old, married, no children. He 
had always been in fair health with no serious illness 
at any time, although he complained a great deal of 
minor disturbances. Present condition had come on 
rather gradually with no definite internal complaint. 
There were some rather vague gastro-intestinal symp- 
toms. Patient was on a diet rather low in animal 
protein. No headaches but a more than usual amount of 
dizziness. He states that he has always had some dizzi- 
ness on bending over and that face becomes flushed 
easily and had been so since a child. There were pains 
in muscles of lower and upper extremities and some 
pains in joints. No vomiting or diarrhea. Slight dys- 
pnea on exertion. 

Physical examination showed a fairly well developed 
and nourished individual. The most marked and 
prominent thing was the peculiar reddish color of face. 
The conjunctiva of both eyes was markedly congested. 
The pupils normal in all reactions. No nystagmus. 
Throat was practically normal. Heart and lungs nor- 
mal. Also the blood pressure. The abdomen was not 
distended. No rigidity. Spleen and liver not palpable. 
In right hypochondriac region a mass, about the size 
of a hen’s egg, was felt. This was slightly tender and 
moved when pressure was applied. Reflexes were 
normal. 

X-ray examination of gastrointestinal tract was nor- 
mal. Urine was practically normal. Blood examina- 
tion showed an increase in the red cells varying around 
7,000,000. The hemoglobin was always below 100, be- 
ing 85 at the first examination. Hemoglobin was esti- 
mated with a Dare hemoglobinometer. Stools were 
normal. Wassermann negative. 
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Five months later the count was reported as 8,650,000 
reds with a hemoglobin of 128%. General condition 
about the same. This count and examination was made 
when patient was in the south during the winter 
months. A Sahli hemoglobinometer was used. 

In the late summer of 1925 patient developed an. in- 
tractable diarrhea. There was no gastric pain. Patient 
attributed the beginning of this condition to chewing 
some gum which contained a cathartic drug. Bowels 
moved in a short time after eating, consisting largely 
of undigested food. No loss of weight had been 
noticed. His general symptoms were about the same 
as before. Examination was practically the same as 
previously except the mass which was in right hypo- 
chondrium was not palpable. Spleen was not en- 
larged. Examination of stool showed undigested food, 
but no parasites or ova of any kind were found. The 
blood counts were as follows: 

Red cells—9,400,000 

White cells—12,000 


Hemoglobin—90% 
Differential: 


(Dare) 


Polymosphonuclear neut <...<. css. cecesccccsvees 75% 
Polymorphonuclear Eosin .........ccccccceccccecs 0.5% 

Geni WIONUBINEE Serie ds wi ccced ce viencedeteewexes 18% 
Vase WON UB cSce ss ccceceeesstccacouses 1.5% 


No myelocytes. Red cells were normal. 


Patient was put on a diet, some bismuth given, but 
there was little change in condition except for short 
periods of improvement. He has remained in about 
the same condition until the present time. 

Examination on May 11, 1926, shows symptoms 
slightly more intense. Bowels move several times a 
day and often at night. The spleen for the first time 
is palpable, being enlarged almost three fingerbreadths 
below costal margin. It is smooth and rather hard. 
Not tender. The liver is not palpable. The blood 
pressure is 135-80. The conjunctiva is quite congested. 
The peculiar reddish color remains about the same. 
There is a maculopapular eruption, reddish in color, 
covering the forehead. It is quite itchy. It was first 
noticed a few months ago when the patient was in the 
south. He says there has been little change in the ex- 
tent of the lesion and that local treatment has had no 
effect on it. The blood count is as follows: 

White count 19,200 

Red count 9,100,000 

Hemoglobin 108% (Dare) 


Color Index 0.6 
Differential: 


Polymorphonuclear neutrophiles ...............++.. 82% 
Polymorphonuclear eosinophiles ................04. 1.5% 
Polymorphonuclear basophiles .................000. 0.5% 
IRIE TCI AINNO fol isco co ccaticeduocesseOnuweee 6% 
WAG Gee MOONE o ocs0 878 cas etowcncodauseueas - 10% 


Two normoblasts were seen; a few poikilocytes and micro- 
cytes also present. 

The viscosity was increased. The coagulation time was less 
than one minute. 


SUMMARY 


A case of Vaquez-Osler’s disease or primary 
erythremia has been presented which was first 
seen probably rather early in its development. 
Showing at first examination a polycythemia 
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with the characteristic reddish color of skin but 
no enlargement of the spleen. The hemoglobin 
has been lower than the number of red cells 
would seem to justify. The estimation has been 
made several times by a competent pathologist 
using a Dare hemoglobinometer, which had re- 
cently been standardized. There has been con- 
siderable variation in the amount of hemoglobin 
from time to time, but the red cells have made 
a steady increase from 7 to 9 million. The red 
cells have always appeared normal in size and no 
nucleated ones were found until the last exam- 
ination a few days ago. Recently the white blood 
count was found to be quite high but no abnor- 
mal white cells could be found. It is possible 
that this is one of those cases that will develop a 
leukemic syndrome with an anemia.replacing the 
polycythemia. At first the spleen was not pal- 
pable, but after two and one-half years from the 
time he was first seen it was found to be quite 
large. 
DISCUSSION 

Dr. E. W. Crum, Waverly: I would like to ask the 
Doctor if he gets an edema of the lower limbs in those 
cases or if it is natural to have an edema in these blood 
pictures where you have no cardiac or renal lesion or 
anything else to account for an edema of the lower 
extremities. We usually expect those symptoms when 
we have cardiac or renal lesions or an hepatic lesion. 

I have a case somewhat similar to that that has not 
any of those organic lesions of the internal organs. 
I wonder if the blood picture would produce an edema 
of the lower extremities. 

Dr. Victor McClanahan, Aledo: I would like to ask 
the Doctor a question. I have a case of influenza with 
endocarditis and edema. What is the likehood about 
the prognosis in my case? 

Dr. Oscar Nadeau, Chicago: We had a case which 
I think was parallel to this. A woman with marked 
polycythemia who was becoming progressively worse 
that we carried along for about a year and a half by 
using her as a professional donor in blood transfusion. 
600°¢ of blood were removed at each transfusion. For 
about a year she obtained a good deal of relief. Each 
time she gave up blood her red cell count would de- 
crease from eight or nine million down to about six 
nillion. We used her as a donor approximately every 
two weeks for several months. It never did her any 
harm, but on the contrary gave much relief. Her dizzy 
spells were far better and she seemed to be doing well 
for about a year. 

After a year’s time we could get her red cells down 
but the symptoms remained the same. Two years later 
she became progressively and rapidly worse. This, of 
cours?, showed it was not a permanent treatment, but 
it at least gave a good deal of relief for the time being. 

Dr. J. C. Redington, Galesburg (closing): In an- 
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swer to Dr. Crum, there is no edema in this case. I 
have seen cases of polycytosis with edema. I think it 
was niost likely secondary to nephritis. Most of the 
cases have shown rather high blood pressure.  Al- 
though the kidney function is not reported, I think it 
is probable there is kidney insufficiency and that would 
account for some of the edema. 

Bleeding has not been used in this patient so 
far, though that is one of the things we contemplate. 
It has been suggested that we take away some blood 
from him. 

In using these patients as donors, the only thing that 
would come to my mind is, would there be some danger 
to the patient getting the blood? It is considered that 
polycythemia is possibly of the same nature as leuke- 
mia. I do not know whether that would make any 
difference or not, except that it comes to my mind. 

If I understood the Doctor correctly, he has a case 
of polycythemia. I would think the prognosis would 
not be as good as ordinarily for the reason they do not 
react very well to infections of that type. 





DIET FADS* 


JoHN Harvey Kettoce, M.D. 
BATTLE CREEK, MICH. 


I have chosen “Diet Fads” as my title because 
I desire to emphasize the fact that while there 
has been developed within the last 50 years a 
real science of dietetics, based upon solid foun- 
dations in physiology and physiologic chemistry, 
practical dietetics with the laity and to a great 
extent with the profession, is still chiefly empiri- 
cal. We are still following fancy, whim and 
precedent: in making our own bills of fare and 
too often in feeding our patients. In every 
other branch of hygiene and therapeutics, such 
progress has been made that we may consistently 
talk about sanitary science and rational medi- 
cine. Under the great impulse given to physio- 
logic research by Claude Bernard, Brown Se- 
quard, Bouchard and their followers, the physio- 
logic laboratory has gradually grown to be the 
dominating influence in therapeutics, and physio- 
therapy, once the butt of ridicule, under the 
guidance of physiologic research, has come to 
occupy a very honorable position. But in dietet- 
ics we are still, to a large extent, following fash- 
ion rather than physiology. The mores hold us 
with an iron grip in matters of diet as well as 
manners. Our primitive ancestors took their 
food direct from the hand of Nature and like 
other members of the animal kingdom, were 
guided by instinct to a proper selection as our 


*Address before Chicago Medical Society, December 15, 1926. 
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nearest relatives, the anthropoids still are. But 
the art of cookery and the manifold perversions 
of civilized life have deprived us, to a large ex” 
tent, of our directing instinct and have not only 
left us without guidance in meeting our nutri- 
tive needs but have grafted upon us a great 
number of unnatural and often hurtful appetites 
and likings which have no useful relation to our 
physiologic needs. 

Biologic eating is at least as essential to health 
and efficiency as is phyisologic breathing. The 
human body is a mechanism. Its functioning, 
its durability are as much dependent upon care 
and conditions adapted to its needs as are the 
durability and performance of an automobile. 
The average man shows his incapacity as a chauf- 
leur of his corpomobile by bringing his machine 
to the junk heap when it ought to be at the very 
acme of its useful activity. That something is 
wrong with our current eating habits is shown 
by the fact that when we ask a man to do any- 
thing requiring maximum efficiency, we have to 
put him in training for some days, weeks, or 
even months, to condition him. The typical 
primitive man is always in training because he 
lives physiologically. According to Roth, prac- 
tically every man of the Zuni Indian tribe could 
make Nurmi quicken his pace in a running con- 
test. We haven’t yet solved the problem of regu- 
lating our lives under civilization so as to sup- 
ply the compensations needed to make us at least 
as healthy and hardy as savages, although the 
facts which scientific research has unfolded to 
us within the last 50 years respecting the causes 
of disease and the conditions which make for 
health and longevity, if applied to human living 
with the same scrupulous care with which scien- 
tific findings are applied to industry, would un- 
doubtedly do as much for human beings as has 
been done for domestic animals and plants and 
not only raise the average life span to 100 years, 
as Lauder Brunton predicted, but triple and 
quadruple the useful output of human life. We 
compel our horses, cows and other domestic ani- 
mals to live biologically, to meet physiological 
requirements; why should we not give ourselves 
an equally good chance for health, long life and 
efliciency? The nutrition laboratory has in re- 
cent years studied every problem relating to 
human feeding with such definite and compre- 
hensive results that it is now easily possible to 
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feed human beings, both the sick and the well, 
in a manner to meet physiologic and therapeutic 
indications. 

The great light which has been thrown upon 
the digestive functions by the work of Pavlov, 
Carlson, Cannon, Ivy, and others within the last 
twenty-five years has led the way to progress in 
the treatment of digestive disorders far exceed- 
ing all that was known before, and has put into 
our hands therapeutic resources of inestimable 
value. 

A practical application of all this knowledge 
to the bill of fare of the average citizen would 
undoubtedly add to his comfort and efficiency 
and lessen his chronic miseries. Unfortunately, 
the average citizen who interests himself in die- 
tetics does not know where to go for sound in- 
formation and is likely to be entrapped by any 
fad which happens to be at the moment on the 
rising tide of popularity. One such which, 
though never likely to become extremely popular, 
is just now doing considerable harm, is the fast- 
ing fad. Some years ago fasting was heralded 
and widely exploited as a cure-all for chronic 
maladies of all sorts and was especially com- 
mended as a psychic illuminator, but the present 
interest is chiefly among women and especially 
college girls who while in good health foolishly 
desire to reduce their weight to meet the demand 
of fashion for slimness. Persons who are over- 
fat as the result of overeating may very properly 
lessen their food intake; but a reduction of 
weight below the normal standard by a horizon- 
tal cut in the bill of fare, is positively dangerous. 
Vital resistance is lowered, and the way is opened 
for a recrudescence of the latent tuberculosis 
which is lurking in the system of the average 
citizen awaiting a favorable moment for devel- 
opment. 

It is not to be forgotten that food is fuel, and 
that a reduced food intake does not necessarily 
lessen the amount of fuel consumed by the body, 
but only changes the source of supply. When not 
supplied with other fuel the body consumes itself. 
And the tissue destruction is not confined to sur- 
plus fat. The muscles and other soft parts help 
to feed the vital fires when food is withheld, and 
even the bones suffer in long fasting. 

According to K. Von Noorden the percentage 
loss of the several tissues may amount to 95 per 
cent. of the fat, 40 to 45 per cent. of the muscles, 
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heart, glands and blood, and 10 to 15 per cent. 
of the bones. It is evident, then, that a fast is 
a highly destructive process in which the vital 
machinery may be seriously damaged. 

The folly of fasting as a means of cleansing 
the blood or tissues from poisons was shown long 
ago by observations made upon the Italian faster 
Cetti (Zuntz). The daily examinations of the 
urine made showed a steady increase of phenol 
and other toxic substances from almost the be- 
ginning of the fast. 

Women, especially those below forty years, 
should be warned against reducing their weight 
except under the care and advice of a competent 
physician; and in the arrangement of a reduc- 
ing diet care must be taken to provide an ample 
amount of protein, the calory reduction being 
made by lessening the intake of fats and carbo- 
hydrates. The intake of salts, vitamins and 
roughage must be ample. Neglect of these pre- 
cautions inevitably results in a definite and often 
serious injury. 

Prolonged fasts are never necessary and do 
real harm. They do not purify the tissues. They 
cause intestinal stasis and as a necessary con- 
sequence a reabsorption of bile and other excre- 
mentitious elements. Food is a natural laxative. 
Hurst showed that the eating of food gives rise 
to a colon reflex which results in a forward 
movement of residues in the colon. Fasting 
causes stagnation throughout the whole intesti- 
nal tract. The gall bladder is filled with thick- 
ened bile, the intestinal canal with decomposing 
mucus, bile and other wastes and residues. The 
blood and tissue fluids instead of being purified 
are polluted by the reabsorption of bile and of 
putrefaction products. All the possible bene- 
fits of a complete fast may be secured by the 
great restriction of the intake of protein and fat 
for a few days. By this means the colon residues 
may be made non-putrefactive and non-toxic. 
8y making the diet almost wholly carbohydrate 
in character for a few days, the intestinal flora 
is changed, the liver is well stored with glycogen 
and aided in its detoxicating function while the 
body is well supplied with the energy needed to 
maintain heat and bodily activity without draw- 
ing upon the tissues. 

Another fad which did much harm in its time 
as well as much good is Fletcherism. About 25 
years ago Horace Fletcher discovered the impor- 
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tance of thorough mastication as an aid to diges- 
tion and nutrition and started out on a world- 
wide mission in behalf of chewing reform. Mr. 
Fletcher’s fascinating personality and his great 
skill in broadcasting his theories soon secured 
him quite a following. As his disciples increased 
his enthusiasm grew and he came to see in chew- 
ing reform not only an aid to digestion but the 
means of regenerating society and saving a lost 
world. He thought his discovery of sufficient 
importance to merit a monument of some sort 
and suggested to me that a place in the diction- 
ary would satisfy his highest ambition. I wrote 
an article headed “Fletcherism,” which was cop- 
ied by the Literary Digest and other publica- 
tions, and the word was launched. In due time 
“Fletcherize” and “Fletcherism” were discovered 
by the lexicographers and Mr. Fletcher felt that 
he was immortalized. I was willing to assist Mr. 
Fletcher in his scheme to get a monument be- 
cause I had for years exhorted my patients to 
chew thoroughly as an essential factor in biologic 
eating. But I soon found myself in trouble 
because of a new discovery made by Mr. Fletcher 
and which he regarded as of such vital impor- 
tance that he made it a leading feature of his 
philosophy. Having observed that when he mas- 
ticated thoroughly he ate much less than for- 
merly and that in consequence he had small and 
infrequent stools, he concluded that daily bowel 
movements were quite unnecessary and, in fact, 
cultivated constipation by discarding all rough- 
age from his diet, laying down as a rule that 
everything which could not be liquefied in the 
mouth should be rejected. His theory was that 
by thorough mastication and avoiding all indi- 
gestible material, digestion and absorption could 
be made so complete that there would be little or 
no residue left for evacuation. 

Mr. Fletcher was not impressed by the fact 
to which I invited his attention, that the colon 
is an excretory organ as well as a waste disposal 
mechanism, and that the liver pours into the 
intestine daily more than a pint of bile. Mr. 
Fletcher himself suffered greatly from chronic 
toxemia. His tongue was heavily coated and his 
breath was highly malodorous. His dentist in- 
formed me that his teeth were decaying more 
rapidly than in any case he had ever seen. Prof. 
William James, who was at one time one of 
Mr. Fletcher’s most enthusiastic supporters, said 
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to a friend, “I tried Fletcherism for three 
months. I had to give it up. It nearly killed 
me.” Dr. Von Someren, Mr. Fletcher’s son-in’ 
law and one of his most enthusiastic disciples, 
was under our care at Battle Creek for some 
weeks, for troubles resulting from colonic stasis, 
and later fell into a state of profound malnutri- 
tion and died. 
result of an exacerbation of a chronic bronchitis 
which was doubtless aggravated, if not chiefly 
caused, by chronic toxemia. 

Mr. Fletcher rendered some service to the sci- 
ence of nutrition by his chewing experiments 
and especially by persuading Prof. Chittenden 
to undertake his famous research on the protein 
ration in 1902, to the expense of which Fletcher, 
or perhaps I should say, Mrs. Fletcher, contrib- 
uted several thousand dollars; but he spoiled his 
campaign by cultivating and recommending con- 
stipation. His cult has become nearly obsolete, 
and his name will doubtless disappear from the 
dictionary; but, unfortunately, the idea which 
he exploited, that indigestible food elements are 
unnecessary and undesirable, is widely prevalent, 
and not alone as the result of Mr. Fletcher’s 
teaching. 

The structure of the human alimentary canal 
shows it to be adapted to deal with bulky resi- 
dues. The colon is relatively large and sacculated, 
like that of an herbivorous animal. As a whole, 
the digestive tube in man is identical in type 
and structure with that of the chimpanzee and 
other of the higher apes. The explorer Akeley 
informed me that the gorillas of Mr. Mikeno 
lived almost exclusively on bamboo sprouts. 
Their stools, which he noted carefully as the 
hest means of identifying their sleeping places, 
were numerous, soft and inoffensive. A most 
minute examination of these animals made in 
the case of each one killed, the entire alimentary 
tract being inspected from end to end, showed 
not a single parasite, although all other animals 
in the same region were invariably found to be 
much infested. He said, “The gorilla is the 
cleanest animal I ever came in contact with.” 

I have made inquiries respecting the bowel 
habits of the big apes of the London Zoo, the 
Paris Zoo, the Bronx Park, New York, the Cin- 
cinnati Zoo, and various other zoological collec- 
tions, and have found without exception, that 
these animals evacuate their alimentary residues 


Mr. Fletcher himself died as a 


JOHN HARVEY KELLOGG 213 


from ‘three to six times daily. Less than three 
daily evacuations is regarded by the keep- 
ers as an indication calling for a change of diet 
by the addition of some “loosening food.” Sev- 
eral keepers remarked that when the bowel move- 
ments were only two a day, the animals become 
“dull and spiritless.” I became convinced many 
years ago that many human beings who consider 
themselves in good health and fortunate in hav- 
ing a regular bowel movement daily, are really 
handicapped to a greater extent than they appre- 
ciate by the undue retention of the body wastes. 
The enormous consumption of tea, coffee, coca 
cola and other beverages containing caffein, a 
powerful nerve excitant, may be the natural re- 
sult of an instinctive attempt to relieve a widely 
prevalent mental and nervous handicap. 

Cannon showed many years ago in his work on 
“The Mechanical Factors in Digestion” that 
within nine hours after the taking of a meal, 
the work of digestion and absorption is practi- 
cally completed, and the unusable residue has 
been pushed through the ileocecal valve into the 
colon. As Cannon pointed out, there is no physi- 
ologic reason why the food residues of each meal 
may not be evacuated within fourteen or fifteen 
hours after the meal is eaten, or even a shorter 
time. Such a prompt disposal of residues affords 
no opportunity for putrefactive changes and the 
development of the harmful products which in- 
variably accompany anerobic decomposition 
processes. 

Some fifteen years ago I sent to a thousand 
physicians located among savage or primitive 
people a questionnaire asking for information 
about the bowel habits of the natives with whom 
they were in contact. The replies I received in- 
dicated that human beings living under primi- 
tive or natural conditions, do not differ mate- 
rially in their bowel habits from other primates. 
A physician located among the Bushmen of 
South Africa wrote, “A native called on me yes- 
terday morning and asked for medicine to re- 
lieve constipation. I said to him, ‘When did 
your bowels move last?’ He replied, “This morn- 
ing, Doctor.’ ‘But I understood you to say that 
you were constipated,’ said the doctor. ‘Yes,’ re- 
plied the native, ‘I am horribly constipated. My 
bowels only move once a day.’ ” 

The replies received from my questionnaire 
showed that the natives of the following coun- 
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tries habitually move their bowels two to four 
times a day: Rhodesia, Uganda, Nyasaland, 
Harda (India) Delhi, the Punjab, Kashmir, 
Nagtur, Bawda, Persia, Arabia, Japan, Aintab 
and Harpoot, Turkey, West Coast of Africa, Por- 
tuguese Congo, Egypt. In the last named coun- 
try the children move the bowels four or five 
times a day. Dr. Cook of the Uganda Protecto- 
rate reported “in 9,642 out-patients seen within 
the last seven months of 1911, there were 174 
cases of constipation, or 1.8 per cent. 

The late Dr. F. D. Shepard of Aintab, who 
had practiced for 30 years among the Turks and 
knew them intimately, wrote, “The universal 
habit is to move the bowels three times a day.” 

Some years ago Dr. Arbuthnot Lane stated to 
Dr. Martin of Philadelphia and myself that a 
member of the Turkish Embassy of London 
called on him for relief because his bowels moved 
only twice a day. When his bowels moved only 
twice a day instead of three times, he said his 
energy was so much reduced that he was “but 
half a man.” Mr. Lane let him get away with- 
out leaving his colon behind, but only on con- 
dition that he return to his former diet of whole 
meal bread and sour milk and make liberal use 
of paraffin oil. 

I am convinced that the importance attached 
to the “well-formed stool” in an antique error, 
and that this so-called normal type is an evi- 
dence of stasis. It is present in the case of per- 
sons whose bowels move once a day for the reason 
that in such persons, as shown by Hurst and oth- 
ers, the residues are retained for 53 or 54 hours. 
This means that waste matters, which reach the 
descending colon ready for evacuation 12 or 13 
hours after a meal, are, as shown by Hurst, 
Case and many others retained in the descending 
or pelvic colon for 40 hours longer, becoming 
more desiccated and compact, but in no way 
contributing to the welfare of the organism. In 
the meantime the residues of half a dozen more 
meals are accumulating in the proximal colon, 
distending and overstretching it, thus breaking 
down the ileocecal valve, an important barrier 
between the end gut, which in all vertebrate ani- 
mals serves as a waste receptacle, and the mid- 
gut which is the chief organ of digestion and ab- 
sorption. 

Ileal stasis, the evils of which have long been 
emphasized, perhaps overemphasized, by Sir 
Arbuthnot Lane and his followers, has recently 
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acquired a new significance by the discovery of 
Ivy and his co-workers of a causative relation 
between the absorption from the small intestine 
of products of putrefaction as well as of diges- 
tion and the secretion of gastric acid. I have 
for many years noted the fact that symptoms of 
gastric acidity usually disappear quite promptly 
on the relief of intestinal stasis, which is nearly 
always associated with incompetency of the 
iJeocecal valve and consequent invasion of the 
small intestine by the proteolytic flora of the 
colon. Jaffe and Nencki, and later A. Schmidt, 
showed (Levy) many years ago that putrefaction 
does not normally occur in the small intestine, 
that is, when the ileocecal valve is intact. 

The result of the conversion of the end-gut 
and. the mid-gut into a common cavity is to per- 
mit the anaerobic flora with its putrefactive 
products, which do little harm in the colon be- 
cause of the limited amount of absorption, to in- 
vade the mid-gut and gradually to ascend until, 
as Faber has pointed out, the colon flora is found 
even in duodenum, which is normally free from 
pathogenic organisms. In this invasion of the 
mid-gut by a flora which is hostile and damaging 
to it, Seyderhelm, Nyfeldt and Faber find the 
most common cause of pernicious anemia; and 
Lord Dawson of London, as well as many other 
clinicians, sees in this putrefaction in the small 
intestine a handicap to the normal functioning 
of the body which may well be a contributing 
factor in a great number of pathological con- 
ditions. 

The fact that the ileocecal valve is found to 
be incompetent in about 80 per cent. of all adults 
to whom barium meals are administered, as 
pointed out by Case, is a valid reason for taking 
effective measures to secure prompt evacuation 
of alimentary residues and avoidance of any ex- 
cess of putrescible foodstuffs. 

One of the most potent evils of the abnormal 
retention of wastes, which was pointed out a 
score of years ago by the late Sir Lauder Brun- 
ton, and still earlier by that peerless clinical 
teacher, Dujardin Beaumetz, is the reabsorption 
of bile, an excretory product which like the 
urine needs to be promptly evacuated. As 
Brunton showed, when reabsorbed, it becomes 
concentrated and its toxicity is increased. Be- 
sides, while in the intestine it undergoes decom- 
position changes which greatly intensify its toxic 
properties. ‘The marked benefit sometimes ob- 
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tained from the non-surgical, as well as the sur- 
gical drainage of the biliary tract, may be justly 
attributed to getting rid of a quantity of stale 
and highly toxic bile. 

The well known fact that the entire alimen- 
tary tract is traversed three to five times a day 
by a series of strong peristaltic contractions oc 
curring especially after each meal and on first 
awakening in the morning is strong evidence 
that food residues and body wastes should be 
removed with such promptness that the residues 
of every meal would be evacuated within twenty- 
four hours. 

Hurst pointed out some years ago that the 
taking of food gives rise to active movements in 
the colon. This explains the desire for evacu- 
ation experienced after each meal. Bowel move- 
ment usually occurs in healthy nursing babies 
soon after they are fed. The same is true of 
horses and other domestic animals, and even 
many persons whose colons are crippled to such 
an extent that they have long suffered from con- 
stipation, may by the adoption of a biologic 
mode of life, easily train their colons to evacu- 
ate after each meal. I have known this to be 
done in hundreds of cases and with very marked 
benefit. In most civilized communities the colon 
is so badly abused that constipation, or rather 
colonic stasis, has become so nearly universal 
that a degree of stasis which permits only one 
evacuation a day and causes retention of resid- 
ues in the colon for more than 48 hours is re- 
garded as normal. This unfortunate state of 
things is largely due to the fact that we are all 
house-broken in infancy. Our mothers teach us 
tc restrain the colon and to repress the demand 
for evacuation, thus upsetting the normal rhyth- 
mic action of the intestine. Savage mothers 
carefully train their children to evacuate the 
bowels promptly and several times a day. Dr. 
P. N. Darling, of India, informed me that one 
of the principal duties of the Indleburds, a 
priestly caste, is to instruct the people in the 
eare of the bowels as a religious duty, and that 
a fine is imposed for neglect. An Arab residing 
near Aden refused to live in the city because it 
was there impossible always to give prompt at- 
tention to the bowels. 

The highly concentrated diet of the average 
American is unquestionably responsible for a 
multitude of physical and mental miseries, which 
a return to more physiologic eating habits would 
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quickly cause to disappear. The civilized part 
of the human race have an almost exclusive mo- 
nopoly of appendicitis, colitis, gallstones, peptic 
ulcer, and even gastric and intestinal cancer. 
A reform in our, colon habits might result in a 
considerable decrease in the demand for intesti- 
nal surgery. 

Another widespread dietetic error is the break- 
fast food fad. More than a quarter of a century 
ago Bunge, the eminent Swiss physilogic chem- 
ist, and Gautier of Paris, called attention to the 
fact that the too free use of cereals tends to up- 
set the chemical balance by lessening the alkali 
reserve. Sherman, of Columbia, Blatherwick, 
Sansum, and others of this country, have more 
recently continued the study of the influence of 
foods upon the chemical balance, and accumu- 
lated facts that leave little room to doubt that 
the too free use of cereals, especially in connec- 
tion with meats, is responsible for a wide preva- 
lence of acidosis in various degrees of intensity, 
in which may be found at least one of the factors 
which is lessening the life expectancy of the 
average American after the age of 45 years. Not 
only cereals but also meats leave acid residues 
in the body, meats to four times as great an ex- 
tent as cereals. 

Mr. Hunter, the able actuary of the New 
York Life Insurance Company, in a recent paper 
calls attention to the fact that the systolic blood 
pressure of the natives of China is ten points 
lower than that of the average healthy American, 
a fact which he attributes to the difference in 
the diet of the two races. His conclusion is sup- 
ported by the fact that Chinamen in this country 
living on a meat-cereal diet have a systolic pres- 
sure equal to that of Americans, a condition 
which Hunter regards as unfavorable to longev- 
ity and one of the factors in decreasing the life 
expectancy of Americans after middle age. 

I am fully convinced that the conclusions of 
Dr. Sansum and Mr. Hunter are well based. 
Since becoming acquainted many years ago with 
the facts pointed out by Bunge, I have urged 
the freer use of potatoes and other vegetables 
which yield alkaline residues, besides discarding 
meats and using eggs with great moderation, in 
the feeding of patients at the Battle Creek Sani- 
tarium. We have laid increasing emphasis upon 
this point since Blatherwick, then an assistant 
to Mendel of Yale, worked one summer in our 
laboratory, where the early part of his work on 
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the influence of food upon the chemical balance 
was done, I was much impressed by the rapidity 
with which the acidity of the urine declined 
when the subject was placed upon a highly basic 
diet. To test the effects of our general dietary, 
I collated the blood pressure findings in 1,000 
consecutive cases having a systolic pressure above 
140 degrees. I found an average decline of 20 
points within the first two weeks. 

Under a basic regimen, very high blood pres- 
sure sometimes declines to an almost unbeliev- 
able extent. I recall the case of a business man 
who at 50 years was so broken down in health 
that he had retired. His systolic blood pressure 
was 260. Within a few weeks his blood pressure 
fell to 160, and he was able to resume his busi- 
ness. More than 7 years later he returned for 
an examination and his blood pressure was found 
to be still 160, the result of close adherence to 
a basic regimen, 

Is it not reasonable to believe that in a dimin- 
ished alkali reserve mav be found a cause not 
only of high blood pressure but of a great num- 
her of chronic ills involving functional disturb- 
ances and structural changes? I am sure some 
members of this society are able to recall a cer- 
tain period when the Salisbury regimen, which 
consisted of scraped meat and bread, was a very 
popular mode of dealing with cases of gastric 
hyperacidity, and a little later the same regimen 
was highly recommended for chronic nephritis. 
For many years, heavy protein feeding has been 
urged as essential in lung tuberculosis, notwith- 
standing the fact that the records of the Phipps 
Institute of Philadelphia show that 86 per cent. 
of those who die of pulmonary tuberculosis show 
profound disease of the kidneys, and in most 
cases of non-tubercular type. Since the physio- 
logie chemists (Caspari, Rose) have shown that 
the protein of milk is superior to that of meat 
while it is so rich in lime that it has no dis- 
turbing effect upon the chemical balance, it 
would seem that this most wholesome and non- 
putrefactive nutrient should receive more con- 
sideration in the dietaries of Sanitoria for tuber- 
cular cases. Sherman of Columbia has shown 
that the protein of milk is so superior in char- 
acter that muscle protein may be wholly elimi- 
naied from the bill of fare without injury, pro- 
vide milk is used in sufficient quantity to supply 
one-tenth of the protein. And Boldyreff has 
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shown there are vegetable foods which are as 
potent in stimulating the gastric glands to activ- 
ity as is meat. 

It is to be remembered, also, that an ounce 
of milk contains as much lime as a pound of 
meat, a fact which especially qualifies the dairy 
product to render most valuable service in the 
battle of the tissues against tuberculosis. 

In this paper I have endeavored to empha- 
size— 

1. That dietetic fads may be dangerous, that 
physiology, not fashion or empiricism, should 
guide us in prescribing foods as well as drugs. 

2. That prolonged fasting is a drastic and 
dangerous procedure. That it is very rarely in- 
dicated. When undertaken, it should be only 
under the care of a qualified physician. 

3. That the popular fear of roughage is quite 
unfounded. Coarse foods rarely irritate the in- 
testine; they only titillate. The bowels should 
be trained to evacuate residues and wastes three 
times a day or after each meal, 

4. The excessive use of cereals and other 
foods which leave an acid residue, especially 
meats and eggs, tends to disturb the chemical 
balance of the body and thus may become a cause 
of widespread invalidism and inefficiency. The 
remedy is to be found in a freer use of milk, 
potatoes, fresh vegetables and fruits. 





HERNIA: A PUBLIC HEALTH PROBLEM* 
EpmMunp ANprEws, M. D. 
CHICAGO 


The magnitude of the hernia problem is best 
shown by a study of the incidence of the dis- 
ease, as illustrated by the subjoined table: 


PON irvacinkesee ieucseaawnaneeees 1 in 22 
Malgaigne, Saxon Army?............. 1 in 21 
Prouch Asmy, 1000..<. 66 ccccvcvscesnws BOR 
ee re 1 in 15-20 


Report of draft boards U. S 
(That is 2.08% 
U. 8. A.) 
From the above data it is reasonable to as- 
sume that there are between 4 and 6 million 
sufferers from hernia in the country, and her- 
nia never gets well spontaneously except in the 


between ages of 21-31 in 


a “Read before the Section on Surgery, Illinois State Medical 
Society, Champaign, May 18, 1926. 
*From the Surgical Department, University of Illinois. 
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very young. The real measure of the harm 
done by hernia is obscured by the fact that it is 
not a killing disease. It is rather a crippling 
one, and the extent of this reaches appalling 
proportions, even when compared with such 
serious factors in our health as tuberculosis or 
heart disease against which such extensive cam- 
paigns have been waged. As will be demon- 
strated later, while the fight against these 
scourages has yielded comparatively little re- 
sults, in the case of hernia the problem can be 
solved to the extent of perhaps 99%. 

Unfortunately the death rate from hernia 
cannot be accurately stated. In our vital sta- 
tistics it is classed with intestinal obstruction. 
The actual mortality is generally due to strangu- 
lation. The frequency of this complication is 
given by Berger! as 14 per cent in women and 
3.6 per cent in men. These figures are obvi- 
ously too high, as nearly all strangulated her- 
nias consult the physician and only a minority 
of unstrangulated ones do. The mortality of 
strangulation varies from 5 per cent in the first 
12 hours to over 50 per cent after three days. 
Gut resection has a mortality of 60 per cent. 
(Alexander,® Henggeler,® Gussew,’.) These fig- 
ures indicate that the chances of any given her- 
nia proving fatal are between one and two per 
cent. 

About 10 per cent of cases will eventually 
develop such extensive herniation as to become 
unfit for manual labor. This includes those with 
enormous eventrations where the abdomen will 
no longer contain the viscera; the operative fail- 
ures, generally due to operation in the late 
stages, and those in whom, for extraneous rea- 
sons, operation is contraindicated. 

The remaining nine-tenths are definitely be- 
low par. They are unfit for active military 
service, or at least are classed as such. Govern- 
ment, industrial authorities and students of 
hernia estimate this disability as about 25 per 
cent. In addition they are finding it increas- 
ingly difficult to procure employment on ac- 
count of the possibility of legal complications. 

The present handling of this problem affords 
us as doctors little cause for pride. 

A small percentage is operated upon, and in 
even this group the surgery is seldom performed 
at the most favorable time. This is especially 
true of hernia in children. About one-seventh 
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of all herniae occur in the first year of life and 
about one-third in the first decade (Watson).® 
The optimum time for operation except in very 
young children is the earliest possible. Every 
month in which the hernia is distorting the ab- 
dominal wall, stretching the ring and causing 
atrophy of the surrounding muscles and fascia 
makes the chances of permanent cure less. Nu- 
merous statistics are available to prove that the 
rescurrence rate in children is less than one 
per cent and that it rises to over 10 per cent 
in simple indirect hernias in old age (Coley,® 
Murphy.’”® These figures as a rule exclude the 
herniae permagnae, strangulated and compli- 
cated hernias. The current practice of telling 
a man with hernia to wear a truss for a while 
and then be operated on when it is convenient, 
may be next year, cannot be too vigorously con- 
demned. The patient should be called upon to 
decide if he wants to wear a truss all his life 
or be operated on, and if he decides upon opera- 
tion he should be made to understand that post- 
poning the operation materially lessens his 
chance for recovery. 

An enormous number of hernias, especially in 
children, are utterly neglected. The mother 
thinks he will “outgrow it,” or that she will not 
submit the child to the risk of surgery. After 
the failure of truss management in children un- 
der 4 or primarily in older children, operation 
is most urgently indicated. They very rarely 
disappear spontaneously. The danger is in real- 
ity much less than tonsillectomy, an operation 
performed on the slenderest indications, and the 
results are excellent. Postoperative pain and 
discomfort are only a small per cent of what 
an adult has to endure. And, most important 
of all, the results are uniformly excellent, which 
certainly cannot be said of hernia surgery in 
older subjects (Taylor, Davis,!*? Erdman.'*). 

It is a disgrace to the medical profession that 
truss management is left almost entirely to the 
layman. Many are simply told over the coun- 
ter, or even by mail. The hope of cure, utterly 
unwarranted, is uniformly held out by the pur- 
veyor. Their object is to sell the truss, not to 
cure the hernia. Considerable experience in this 
line has led me to the conclusion that adequate 
truss management of a hernia is a matter of 
considerable difficulty and calls for careful super- 
vision and education. One-third of trussed 
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cases examined had a hernia outside, which was 
being squeezed by the truss. Many others had 
obviously ill fitting trusses which caused much 
discomfort. There is indeed a large class of cases 
in which adequate trussing is utterly impossible. 
In order to insure proper trussing careful co- 
operation between the truss fitter and the doctor 
is required. After the initial application of the 
support, frequent reexaminations needed to 
ensure complete retention and comfort. These 
follow-up visits are necessary for many months 
until the patient has become thoroughly edu- 
cated in the mechanics of the parts and is able 
to meet the problem unaided. The utter lack 
of such education in general is well revealed by 
the fact that of 100 trussed cases questioned, 
62 had not ever been told that it was necessary 
to apply the truss in the recumbent position. 

In children, to get proper results, a period 
of hospital or bed rest may be necessary at first. 
Careful hygiene is necessary. Two trusses are 
needed and thorough education of the mother. 
The wool skein fable well illustrates the state 
of our practice. A hernia in an infant is gen- 
erally far more difficult to retain than one in an 
adult. Very firm pressure by a spring truss is 
needed and in order to endure the pressure, the 
care of the inguinal skin is an important factor. 
Fortunately the inherent tendency for these 
canals to close in infants is very strong and I 
am inclined to think that under ordinary man- 
agement most of them obliterate in spite of our 
trussing instead of because of it. This is espe- 
cially true of umbilical hernias which close 
spontaneously in 95 per cent of children in spite 
of the practice of inserting a wedge-shaped pad 
into the hole. In children the development of 
the abdominal parietes is not deficient, it is sim- 
ply delayed. 

Another feature of the problem needing at- 
tention is the common folly that trussing will 
prevent the growth of a hernia. Most enormous 
hernias that I see give histories of having worn 
a truss from the very beginning. How often are 
we consulted by men with old hernias which up 
until recently had been easily amenable to truss 
management? They often give a history of a 
recent change in weight and suddenly the her- 
nia ig unmanageable. Operation is the only 
choice and we know all too well that we will 
find an excessive atrophy of the abdominal walls 
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and that our operation will be difficult and the 
prognosis poor. 


HOW THE PROBLEM SHOULD BE MET 


1. Children should be as carefully examined 
for hernia as they are for diseased tonsils. The 
possibilities for trouble are at least as great. 
Ndueation for parents is a necessity. 

2. All children with hernias should be prop- 
erly trussed by a doctor and carefully followed 
up. About 60-80 per cent of cases are affected. 
(Coley,’* De Garmo."*) 

3. After the age of 4-5 or if trussing fails, 
early operation is urgently indicated. Waiting 
is folly. 99 per cent of cases may be expected 
and practically no mortality. 

4. In adolescents early operation cures 98 
per cent. 

5. Proper truss care for such individuals as 
will not or cannot submit to surgery. The pres- 
ent state of this important science is a disgrace 
to the profession. 

Finally, one may sum up by saying that the 
hernia problem involves 4-6 million cases and 
is capable of solution to the extent of 99 per 
cent. At present it is hardly 50 per cent solved. 
Does the tuberculosis problem with $150,000.- 
000'* invested in sanatoria, ete., or the cardiac 
or venereal problems offer equal promise of re- 
sult from our efforts? 
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DISCUSSION 

Dr. Flint Bondurant, Cairo: The excellent paper of 
Dr. Andrews has to do largely with the information 
of the laity on herna. There is a wide variance in 
the information which the average layman has re- 
garding hernia. Several years ago it was.my oppor- 
tunity to examine a series of several hundred cases 
in which it was found that three or four per cent of 
these men had hernia and did not know it. On the 
other hand a week or two ago there appeared in this 
office a man with his wife and satchel ready to go to 
the hospital to be operated on for hernia. It devel- 
oped that several years ago he began to have pain 
in his left inguinal region and decided he had a her- 
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nia. He wrote to an instrument house and secured a 
truss which he wore. The truss annoyed him and 
he decided to have an operation. On examination there 
was no indication that he had a hernia. If the patient 
is sure he has a hernia then the problem comes, what 
are you going to do about it? Unfortunately, as Dr. 
Andrews has said, a great many of these people de- 
pend on the surgical house without consultation with 
a doctor. I know it is so that a great many wear a 
truss who do not need it and a great many wear 
them in an improper manner. Assuming they have a 
hernia, a great many do not go to a doctor or take 
their children to a doctor because they fear operation 
is going to be mentioned, right away. They do not 
know that three-fourths of young babies are going 
to be cured by proper treatment. They do not know 
that a great number must be operated on at a certain 
age, so I think it is important to educate the laity. 

Closely allied to this is the industrial hernia and 
the relation to compensation boards. Undoubtedly all 
of us are called upon to determine by investigation 
whether an employe has a hernia which developed in 
line of duty. This subject has been talked over and 
over and seemingly medical men are at a variance as 
much as ever. In the opinion of some men only those 
cases which show direct trauma to the part involved 
should be classed as compensible hernias. There are 
other men who claim that every hernia which develops 
in line of duty should be compensible. As a matter 
of fact most of the hernias develop from indirect 
rather than direct violence. The question comes up, 
how are we to say without operation. At operation 
where there is found an old thickened sac, we can 
say this is an old condition. It is to be assumed that 
the average company does not want to wait until after 
operation, they want to know before operation whether 
they are responsible, because they do not want to un- 
dertake the financial responsibility of the hospital 
charge. If they admit responsibility they are also re- 
sponsible if the disability becomes permanent. It is 
a matter of great interest to me. I would like to 
hear from some one as to what he considers com- 
pensible hernias. 

Dr. G. A. McDonald, Fairfield: About twenty-five 
years ago I took up the question of the ambulant 
treatment of herniae. In quite an extensive experi- 
ence I have found but few patients wearing a good 
truss well fitted A large part of all trusses sold 
are bought from mail order houses in Wisconsin, 
New York and New Jersey. These houses carry on 
an extensive advertising business, making use of the 
public press and personal solicitation by mail. Their 
advertisements contain grossly exaggerated statements 
concerning the merits of their particular truss. The 
truss-wearing public are mulcted out of millions of 
dollars annually through these “blue sky” advertise- 
ments. But few of these trusses are useful to the 
purchaser and many of them are positively injurious 
to the wearer. 

A truss to hold a rupture effectively must main- 
tain pressure applied at right angle to the plane of 
the hernial opening. The pad should be specially 
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adapted to the case under treatment and the counter 
pressure should come directly from behind. There 
should be no constriction or pressure in any other 
place. The best truss has a frame of malleable wire 
that can be moulded to fit the pelvis. The spring 
steel truss is not easily adjusted to fit the different 
pelvic conformations. The elastic truss is the poor- 
est of all. A truss opening in front is preferable to 
one opening behind. The elastic truss maintains a 
constant pressure entirely around the hips, interfer- 
ing with circulation and frequently causing marked 
atrophy of the muscles and subcutaneous tissues. The 
only pressure that does any good is that applied to 
the pad, with the counter pressure from behind. All 
side pressure upon the hips is not only useless but 
injurious. The tension of an elastic truss is too great 
when the truss is new and too little when old. Many 
of these mail-order trusses are made with a large 
long pad fitted with a strap between the legs to hold 
it down upon the pubic spine to prevent the hernia 
from descending into the scrotum. These pads main- 
tain a constant pressure upon the spermatic cords and 
vessels and frequently cause hydrocele, varicocele, 
atrophy of the testicle and other troubles. These pads 
frequently allow the hernia to slip out into the ingui- 
nal canal behind them and the pressure of the pad 
upon the gut in the canal causes reflex stomach symp- 
toms such as pain, nausea, vomiting, etc. It is not an 
uncommon thing to find a patient wearing a truss 
fitted over a hydrocele of the cord, varicocele, or en- 
larged inguinal gland. 





THE SURGICAL INDICATIONS IN 
FIBROID UTERI* 


W. A. NewMAN Dor.anp, M.D. 
CHICAGO 


ILLUSTRATIVE CASES 


About three years ago a wealthy lady of Park 
Ridge, 42 years of age, told me in my office that 
her physician proposed to perfom a_hysterec- 
tomy upon her because of the presence of a 
fibroid tumor. She did not wish to undergo 
this operation if it were possible to avoid it, and 
her object in calling’ upon me was to ascertain 
if this could be done. She was in excellent 
health; her menses were not increased in 
amount, and she had no pain. All that she 
complained of was some vesical irritability with 
frequency of urination. Examination showed 
a uterus about three and one-half inches in 
length with a small fibroid nodule the size of 
a hickory nut in the anterior wall just above 
the internal os behind the bladder. As she 
was approaching the menopausal period, and in 


. ~ *Read at the meeting of the Illinois State Medical Society, 
Champaign, IIl., May 19, 1926. 
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the absence of bleeding or urgent pressure- 
symptoms, I assured her that there was no rea- 
son for her to undergo the risk of a hysterec- 
tomy. I believed that one or two applications 
of radium would be sufficient to effect a cure. 
If this did not follow, an operation of less sever- 
ity, a myomectomy, would work a complete cure 
with a minimum surgical risk. She consented 
to this arrangement, and the following day I 
introduced 50 milligrams of radium into the cer- 
vical canal for twenty-four hours. A month 
later the patient took a trip to Europe and on 
her return six months subsequently she informed 
me that she had not menstruated since the treat- 
ment and that her symptoms had entirely dis- 
appeared. Examination at this time showed a 
perceptible diminution in the size of the 
growth; and a recent examination showed an 
almost complete absorption of the fibroid nodule. 

‘A short time after I had first seen this patient, 
a colored woman, 34 years of age, visited my 
clinic at the Post Graduate Hospital, complain- 
ing of profuse bleeding from the uterine cavity 
which occurred every two weeks, There was in 
addition, considerable pain in the ovarian re- 
gions and persistent and intolerable backache. 
Physical examination showed a large multinod- 
ular mass, the size of a cocoanut, resting low in 
the pelvis where it was partially fixed. Because 
of the urgeney of the woman’s symptoms, espe- 
cially the amount and frequency of the bleeding, 
I advised immediate operation. The uterus was 
readily removed, and the specimen showed nu- 
merous fibroid nodules of various sizes project- 
ing from the peritoneal surface. Vertical section 
of the mass showed the uterine walls to be rid- 
dled with the tumors, with one large mass the 
size of a hen’s egg jutting into and almost com- 
pletely obliterating the uterine cavity. The pa- 
tient made an uninterrupted recovery. 

I have selected these two histories from my 
recent clinical experience as typical of the cases 
best suited for the surgical and non-surgical 
treatment of fibroid tumors of the uterus. There 
is no hard and fast rule, be it understood. Each 
case must be determined upon its own clinical 
manifestations, and by other circumstances, such 
as the desirability or non-desirability of future 
ch'‘ldbearing and the associated general physical 
cor dition of the patient. 

Fibroid Statistics. Some authenticated sta- 
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tistics bearing upon the incidence of fibroid 
tumors of the uterus may help us to some extent 
in determining the line of treatment to be pur- 
sued in any given case. An average of statistics 
shows that 21 per cent. of all gynecologic pa- 
tients have fibroid tumors of the womb. It has 
been estimated from post-mortem observations 
that among all women over 35 years of age 20 
per cent. have fibroids; Bovée states this as from 
20 to 30 per cent. It is estimated that 10 per 
cent. of white women and 30 per cent. of colored 
women have myomata of the uterus at the age of 
50, but in the large majority of cases the tumors 
are small and symptomless (W. J. Mayo). These 
symptomless cases do not require treatment and 
have no surgical indications. The greatest inci- 
dence of fibroids is between the ages of 40 and 
50—about 5514 per cent. Eighteen per cent. of 
fibroids require operation after the age when the 
menopause might be expected to have become 
established (Giles); and the more dangerous 
complications of the growths occur after 50 years 
of age. 

Fibroids and Pregnancy. It was formerly 
believed that fibroid tumors of the uterus oc- 
curred most frequently in single or sterile 
women, and that the presence of the tumor 
gravitated against the occurrence of pregnancy. 
Today, we realize that this is not altogether 
true. Indeed, Hofmeier, Conklin (1914) and 
others claim that myomata facilitate, instead of 
prevent, conception. Conklin’s statistics show 
that fibroids are more frequent in multipare 
than in nullipare or single women. On the 
other hand, it has been calculated by certain 
observers that two-thirds of the married women 
with fibroids are sterile, the sterility being due 
to the associated pathology of the Fallopian 
tubes and endometrium (Berkeley-1911). The 
combination of fibroids and pregnancy is most 
frequent between 30 and 35 years of age, as 
Berkeley has shown. 

It is erroneous to believe that every pregnant 
woman having associated uterine fibroids is a 
surgical case. W. J. Mayo (1911) has best 
expressed this truth as follows: “It has been 
observed generally by the profession that the 
majority of women with myomata of the uterus 
undergo pregnancy, and often repeated preg- 
nancies, with but little difficulty, and it is aston- 
ishing to see how tumors impacted in the pelvis 
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are sometimes lifted out spontaneously in the 
course of pregnancy. The necessity, therefore, of 
emptying the uterus when myomata complicate 
pregnancy vary rarely occurs, and hystero-myo- 
mectomy with the non-viable child must be one 
of the rarest necessities in surgery, because myo- 
mectomy is usually adequate to relieve the 
patient if acute degenerative changes occur dur- 
ing the course of pregnancy, and elective puer- 
peral hysteromyomectomy (Porro operation) at 
term in cases where myomata are obstructing 
the pelvic outlet will, in the majority of in- 
stances, save both mother and child.” 

Tumors springing from the fundus and upper 
uterine segment may readily be removed by 
myomectomy without interfering with the preg- 
nancy. The cases of interstitial fibroids justify- 
ing interference during pregnancy are few and 
far between. The choice of operation during 
pregnancy, if operative interference is indicated 
at all, lies between myomectomy and hysterec- 
tomy. Myomectomy is suitable if the tumor is 
pedunculated; but in cases of tumors impacted 
in the pelvis, involving the cervix, or invading 
the broad ligament, myomectomy is a much 
more dangerous procedure than complete hys- 
terectomy. 

Time will not permit me to enter largely into 
the surgical treatment of uterine fibroids. 
Briefly stated, there are but three methods of 
ireatment which claim consideration in the pres- 
ence of fibroid tumors of the uterus which are 
causing sufficient annoyance to induce the pa- 
tient to seek professional advice. These are con- 
servative myomectomy: hysterectomy, partial or 
complete; and radiotherapy. Each of these has 
its distinct indications, limitations and contra- 
indications which T will present concisely. 

Conservatve Myomectomy. <A safe surgical 
rule to follow is this: Be as conservative as pos- 
sible and as radical as is necessary. There is no 
doubt, as has already been indicated, that myo- 
mectomy is often indicated during the course 
of pregnancy, especially if the woman is in the 
early child-bearing period. Myomectomy should 
always have the preference before the age of 30. 
It is the best operation for young women. Be- 
tween the ages of 30 and 45 the decision should 
depend upon the position, character and number 
of the tumors, as in the case of the first patient 
whose history I have reported today. Tumors 
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the size of the fist or smaller, and projecting 
from the uterine wall, are best treated by 
myomectomy, especially when associated with 
hemorrhage. <A fibroid with a twisted pedicle 
should always be removed by myomectomy; if 
the entire uterus is twisted a hysterectomy will 
be necessitated. Myomectomy is impossible or 
inadvisable in the presence of multiple fibroids 
in large numbers, in cervix-fibroids, and in many 
eases of large fibroids. The operation is most 
suitable for single, subperitoneal growths. Even 
when the uterine cavity is opened during a myo- 
mectomy there is but slight danger of sepsis, 
since the cavity is usually sterile, as Webb 
(1912) has definitely proven. When this occurs, 
the mucosa should be closed first by a special 
suture. 

Hysteromyomectomy. Hysteromyomectomy is 
the operation most frequently performed by the 
abdominal surgeon for the relief of uterine 
fibroids. There are certain absolute indications 
for the procedure, as follows: 1. Retention of 
urine from pressure upon or stretching of the 
urethra; 2. Pressure upon the ureters resulting 
in hydronephrosis or pyelitis; 3. Infection of 
the tumor: 4. When there is associated sal- 
pingo-oéphoritis: 4. When there is necrobiotic, 
cystic or sarcomatous degeneration of the tumor; 
5. When the tumor obstructs the descent of a 
fetus during labor. 

If the patient is over 40 years of age, hystero- 
myomectomy is the operation of choice, and 
after the age of 45 there will be but few excep- 
tions to this choice. Also, in the presence of 
general uterine fibrosis, resulting either from 
septic metritis or due to a true arteriosclerosis, 
hysterectomy is indicated. Generally, suprava- 
ginal hysterectomy is all that is required, since 
Donald (1914) has shown that subsequent ma- 
lignant change in the cervical stump is exceed- 
ingly rare. The primary mortality of this opera- 
tion should not be more than 1 or 2 per cent. 

Radiotherapy for Uterine Fibroids. The 
legitimate field for the use of radium or x-rays 
in the treatment of uterine fibroids is necessarily 
limited. Frank (1915), of the Mt. Sinai Hos- 
pital of New York City, states that the x-rays 
cannot be used with safety: 1. In rapidly grow- 
ing tumors; 2. In cases of metrorrhagia when 
complete preliminary curettage is not feasible; 
3. In complicated cases in which ovarian cysts 
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or serious adnexal trouble cannot be excluded ; 
and 4. In fibroids complicating pregnancy. On 
the other hand, radiotherapy is of chief value 
when operation is declined or is contra-indicated 
by serious cardiac, renal or pulmonary lesions 
or because of extreme psychical unrest. It 
should also be avoided as far as possible in young 
women in whom the possibility of complete 
sterilization is undesirable. Tracy (1915) has 
concisely grouped the cases in which it is advis- 
able to use this form of treatment as follows: 
Patients who are so reduced that they cannot 
stand operation; cases of marked anemia, in 
order to temporarily control the bleeding until 
the percentage of hemoglobin has become such 
as to warrant surgical intervention, and those 
who continue to bleed after a myomectomy when 
a histologic examination of the tumor and 
endometrium shows evidence of malignancy. 
Careful judgment, it is evident, must, therefore, 
be exercised in the selection of fibroid cases for 
non-surgical treatment. 
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25 KE. Washington Street. 
DISCUSSION 


Dr. H. E. Ross, Danville: We are very grateful 
to Dr. Dorland for his excellent and concise expres- 
sion of the fibroid status of today. 

A conservation of the uterus, and the surgery of 
fibroids by myomectomy is a new step in advance over 
our standard treatment of a few years ago, that of 
hysterectomy. Myomectomy is indicated chiefly in 
cases between the twentieth and thirty-fifth year, 
where there is a probability of conserving the uterus 
with maternal possibilities and also the sexual life of 
the patient. The index for guidance is the rapidity 
and safety with which the operation can be performed ; 
if there is a possibility of shelling out the fibroid 
more easily than to perform a hysterectomy. Stressing 
Dr. Dorland’s remarks, myomectomy is indicated dur- 
ing pregnancy where preexisting tumors grow rap- 
idly, where there is acute pain produced by red 
degeneration; where there are pressure symptoms mak- 
ing life a burden and when the position makes it 
almost certgin that it will produce an obstruction dur- 
ing labor. 

Ir doing a myomectomy we must not forget Ochs- 
ner’s words, “In the repair of the site suture to pro- 
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duce hemostasis, but not blanching of the tissue, as 
blanched tissue means later necrosis.” Whenever pos- 
sible, make an anterior incision over the fibroid, so as 
to prevent adhesions to the small intestine. When 
the incision is made on the posterior surface of the 
uterus, a simple omental graft will prevent adhesions. 
It is easier and quicker in making the incision to 
carry it through the tumor, the cut surface of which 
is gripped with the vulsellum and easily shelled out. 

A conscientious surgeon today weighs at least three 
possible procedures before determining upon his course. 
These are, first, the small but quite definite group 
of growths which are not giving rise to symptoms 
and which are discovered merely in the course of an 
examination. These obviously demand only observa- 
tion and no active treatment of any kind. Second, pos- 
sibly some 30 per cent., comprise those growths which 
are amenable to irradiation, and in the last ten years 
this method of treatment has become increasingly 
popular. Definite indications for radium are first, in 
interstitial myoma; second, in fibroids smaller than 
a three or four months’ pregnancy; third, in patients 
near the age of the menopause; fourth, in fibroids 
associated with hemorrhage; fifth, in hemorrhage at 
the menopause with or without fibroids; sixth, in cases 
that have been curetted and no evidence of malig- 
nancy observed; seventh, in obesity and diabetes in 
which operation would be most hazardous; and eighth, 
in non-emotional types of temperament. Dr. John 
Clark has said that irradiation should be employed 
very cautiously in patients of a nervous temperament, 
as the premature menopause, which usually follows, 
may give rise to very distressing symptoms. 

The contraindications for radium therapy are, first, 
in tumors larger than a four months’ pregnant uterus; 
second, in tumors complicated by adnexal disease, as 
salpingitis, pelvic peritonitis, and ovarian cysts; third, 
tumors presenting symptoms which respond too slowly 
to give quick relief from radium; fourth, cachexia 
out of proportion to the blood loss, which is suggestive 
of red degeneration or necrosis of the tumor; fifth, 
in the large submucous type; sixth, in rapidly grow- 
ing tumors, and seventh, in patients under thirty-five 
years of age, excepting occasional cases. It is readily 
seen that with so many contributors in the field radium 
therapy is held in rather narrow limits. We feel that 
if radium is applied only where clearly indicated the 
results will be most satisfactory to all concerned. It 
is obvious that it should be given by a gynecologist, 
who by examination of the patient under an anesthetic 
can determine whether radium is contraindicated and 
surgery should be the method choice. 

While in women under forty carefully graded doses 
of radium may cause a diminution in the flow and not 
a complete menopause, it is in women over forty years 
where the full dose may be given and a complete 
menopause effected that radium serves its best pur- 
pose. 

By the better pre-operative preparation of our pa- 
tients, by the education of the profession as to the 
selection of cases for the application of the various 
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principles of treatment, and by the education of women 
that all cases are not surgical, all are not medical or 
radiological, that our mortality rate and morbidity 
from the pathologic condition can be greatly reduced. 
By educating the public to the necessity of bi-yearly 
examinations of the pelves of women from the ages 
of twenty-five to thirty, and subsequently quarterly 
examinations to the fiftieth year, better professional 
service to the women of our country can be given. 

Dr. Henry Schmitz, Chicago: The presentation of 
the subject by Dr. Dorland was a very interesting and 
very valuable one. The most important thing is the 
frequency of occurrence. We recently in Chicago be- 
gan a study of the frequency of these cases. In 1925 
we have a frequency of about 1100. Of that number 
there were 64 myomata, 74 carcinoma, 34 cases of 
bleeding uterus which is very often associated with 
myomata, and 4 sarcomata; in other words, the fre- 
quency of occurrence of myomata was less than 10 
per cent, while a carcinoma was a little more than 
10 per cent, bleeding uteri 5 per cent, and sarcomata 
less than 4 per cent. 

Another very interesting study was made to observe 
the difference in the two races, Negro and Caucasian. 
While the frequency of myoma in white women is 
3.1 per cent, it is practically 9 per cent in the colored. 

We also studied the frequency of hemorrhage in 
these conditions. We were under the impression that 
every carcinoma must have bleeding and that every 
fibroid, or at least the majority, were associated with 
bleeding. Here also we found some very interesting 
observations as regards the bleeding uterus. In the 
four sarcomata we had as the most pronounced symp- 
tom bleeding. In carcinoma of the uterus there was 
bleeding in only 40 per cent, and in the myomata less 
than 4 per cent. 

As far as the indications for treatment are con- 
cerned, they have been set forth by Dr. Dorland and 
by Dr. Ross in the discussion. For purpose of clear- 
ness they divide myomata into three classes. We 
have myomata which do not cause symptoms, which 
are usually accidental findings on general physical 
examination. Then we have another myoma which we 
call the bleeding myoma; and finally we have the pain- 
less myomata and myomata which cause pain like dys- 
menorrhea pain or pressure pain. When we take 
these three groups the treatment is much more sim- 
plified. Simple myomata do not require treatment. 
We should keep them under observation. It is en- 
tirely unnecessary to inform the patient. You should 
inform the family so that should the patient later 
consult another physician who finds the myoma, it 
will not cause dissatisfaction. 

As far as the bleeding myoma is concerned, if it 
occurs in women of thirty to thirty-five and is of the 
intra-mural type and not larger than a three or four 
months’ pregnancy, radium is indicated. There are 
contraindications. Myomata larger than a three or 
four months’ pregnancy should not be treated with 
radiation. Submucous myomata and cervical myo- 
mata should not be treated by radiation but should 
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be treated by surgery. They must always be op- 
erated upon. Myomata complicated with other pelvic 
disease like pericystic disease of the adnexa should 
never be subjected to radiation. Finally, a patient 
with extreme nervous symptoms should never be sub- 
jected to radiation. 

As far as surgery is concerned, we have two pros- 
pects. Myomectomy should always be performed 
when we wish to preserve the child-bearing func- 
tion. Hysterectomy should be performed in all other 
cases. It is always necessary to remove the cervix 
because of the possibility of cervical carcinoma de- 
veloping later. 

Dr. Edward H. Ochsner, Chicago: I would like 
first to emphasize the limitations of radiation in 
fibroids. I happened to come into the practice of 
medicine just about the time when the spaying of 
women was a very common practice among gynecolo- 
gists. Even a small fibroid was considered sufficient 
reason for double oophorectomy. When I was an 
intern in the Cook County Hospital I had at the same 
time under my care three women who were complete 
mental and physical wrecks because they had been 
spayed. One evening after returning to my room I 
had a little conversation with myself and I made up 
my mind then and there that as long as I practiced 
medicine I would not be guilty of removing all the 
ovarian tissue if it could possibly be avoided. Many 
of those women who are today treated with x-ray 
and radium are just as much mental and physical 
wrecks as the women who had the ovaries removed 
thirty years ago. I have in mind just now an un- 
usually fine, stable, brilliant woman whom I saw in 
consultation not very long ago, who had suffered from 
a fibroma the size of an orange which was subjected 
to radiation. Before radiation she was stable, she 
managed the large contracting business left her by her 
husband and had brought it to a successful termina- 
tion. About three years after she began to have the 
bleeding she had radium treatment. At the time I 
examined her she was a nervous wreck. I do not 
think that such treatment is right. She would have 
been very much better off if treated by surgery. 

Dr. C. W. Barrett, Chicago: We do not know ex- 
actly how far back Dr. Ochsner’s memory goes in 
regard to these cases, but my memory does not go 
back to the time when gynecologists spayed women 
for their amusement. Gynecologists fortunately have 
been respected in the medical profession and we num- 
ber among them such men as Kelly, Tait and Dudley. 
It is true that sometimes in carrying out their early 
work they did things that afterward proved to be a 
mistake. General surgeons have done the same thing 
and oftentimes the nonspecialist carries on a certain 
line of work that the specialist has given up. So 
much for that phase of it. 

Then Dr. Ochsner went on and said some very good 
things about the x-ray. We differ as regards the indi- 
cations for surgical work upon fibroids. When we 
come to see the limitations of the x-ray, a thing that 
would appeal to many patients, and when we find that 
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the limitations are so small, we can almost say that 
the indications for surgical work in fibroids are two 
things: One is a patient with a fibroid that is giving 
symptoms which amount to anything that is not a sur- 
gical disability. The next is the surgeon with experi- 
ence in the line of work that can reduce the mortality 
to almost nil. That will seem perhaps rather radical, 
but surgery is oftentimes more conservative than the 
so-called conservative procedures, as Dr. Ochsner has 
pointed out. To do a non-surgical thing that might be 
counted conservative and destroy the patient’s ovaries 
is about the most radical thing that can be done. What 
are the limitations for the use of x-ray? I would say 
that they are putting it rather too widely when they 
say that a fibroid up to the size of a four months’ 
pregnancy is an indication for radium treatment. 
Three or three and one-half months would seem to be 
just about fair. Second, the fibroid should not be 
growing into the cervix, and next, it should be growing 
into the uterus. Next, it should not be hanging far 
outside the uterus. Next it should not have attained a 
size that would already be making pressure symptoms. 
Next, it should not have any degeneration. Next, it 
should not have any complications like an ovarian cyst 
or pus-tubes or peritonitis or inflammatory conditions. 

The indications for radium treatment in fibroids are 
in young women near the menopause, whose fibroid is 
of small size and producing moderate symptoms. To 
say that a woman who has a large fibroid and who 
is having excessive hemorrhage is a case for the use 
of radium treatment only is not correct. She can be 
gotten into condition for operation. If she is in so 
bad a condition that she cannot stand operation, the 
chances are that for a time she will have the hem- 
orrhage cease from radium treatment. The argument 
that so many fibroids are found in women which do 
not need treatment is not very much of an argument. 
Not every patient who has a fibroid needs surgical 
treatment. 

Dr. E. H. Weld, Rockford: There is just one point 
that I wish to make; that is, we can have conservative 
therapy. I cannot let the- statement go by that it is a 
mistake to ever give radium to a woman in the child- 
hearing period. I challenge that statement. I believe 
there are indications for the use of radium in the woman 
who is bleeding, who is in the child-bearing age and 
who has a very small intramural fibroid. She can be 
relieved of her symptoms by conservative radium treat- 
ment and afterwards she can go on and give birth to 
normal babies. 

Dr, Harold Swanberg, Quincy: I believe there are 
just as many conscientious radiogolists in this country 
as there are conscientious surgeons and that they know 
the indication and use of radium in fibroids. Large 
doses of radium will bring on the menopause and are 
contra-indicated in women under 40 years of age. 
Radiologists are fully aware of this and for this rea- 
son usually recommend surgery in the younger women. 
However, if for any reason, it is impossible to operate 
on these patients, very satisfactory results are fre- 
quently obtained by a small dose of radium, without 
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bringing on the menopause. It is interesting to note 
who is the chief exponent and pioneer in the use 
of radium in fibroids in this country. It is not 
a radiologist, but a gynecological surgeon—Dr. How- 
ard Kelly of Johns Hopkins. I believe that Dr. Bar- 
rett and some of the other surgeons will secure a 
great deal of enlightenment on the use of radium in 
fibroids, if they will read some of Dr. Kelly’s contri- 
butions to the literature. 

Dr. W. A. N. Dorland, Chicago (closing the dis- 
cussion): My paper has done just what I wished it 
to do: it has brought out a very interesting discussion. 

I am afraid Dr. Weld has not looked over the recent 
literature on the therapeutic use of radium in child- 
bearing or pregnant women. I think this is something 
that should be considered. The danger of injuring the 
tissues of the early embryo, as well as those of the 
ovary of the mother by the therapeutic use of radium 
and x-ray should be borne in mind. Dr. Barrett is 
correct when he indicates the extreme rarity with 
which radium or x-ray can be used in the treatment 
of uterine fibroids. In not more than 6 per cent of the 
cases which apply for treatment are these remedies 
applicable. 





ACUTE PERFORATIONS OF THE 
STOMACH AND DUODENUM* 


FRANKLIN B. McCarry, M. D. 
CHICAGO 


The most serious complications of ulcers of the 
stomach and duodenum are hemorrhage, per- 
foration and stenosis. To these might be added 
carcinomatous degeneration except that the caus- 
ative relation of ulcer to carcinoma has not been 
definitely proven. Of these conditions stenosis 
is slow in developing and thus offers ample time 
for diagnosis, whereas hemorrhage and perfora- 
tion may be classed as surgical emergencies be- 
cause of their rapidity of onset and grave threat 
to the life of the patient. Hemorrhage is the 
more spectacular occurrence and because of the 
very evident symptoms which it produces diag- 
nosis is readily and quickly made. Perforation, 
on the other hand, is a surgical condition of 
great importance beause of the absolute necessity 
for operative interference within a limited num- 
ber of hours and the almost certain fatal result 
which follows failure or delay in diagnosis. 

Perforation of the stomach and duodenum, 
other than traumatic, may be acute or chronic 
and it is the acute group which demands such 
urgent attention. Chronic perforations com- 
monly follow pentrating ulcers which are dis- 


~~ *Read before the North Shore Branch, December 7, 1926. 
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tinguished by their callous margins and attach- 
ment by adhesions to nearby organs. Because of 
these limiting adhesions the inflammatory reac- 
tion remains localized, the adherent organ forms 
a new floor for the crater and spontaneous re- 
covery occurs with persistent gastro-intestinal 
disability. Diagnosis is possible only by use of 
the x-ray or exploratory operation. 

Such penetrating ulcers are practically always 
found in the stomach because of the contact of 
that organ with surrounding viscera. They are 
usually located posteriorly and so are found most 
commonly adherent to the pancreas. The fac- 
tors which determine whether or not a perfora- 
tion will become covered are the proximity of a 
fixed organ and the motility of the ulcer bearing 
area. The regions most favorably situated are 
the posterior surface of the fundus, the lesser 
curvature and the posterior surface of the duo- 
denum. The least favorable locations are along 
the greater curvature and about the pylorus. 

Acute perforation is essentially a condition of 
young adult life. Half of the cases are found 
between the ages of 20 and 30 and three-fourths 
before the age of 40. Occasional cases have been 
reported in childhood. Nearly all are found in 
men so that occurrence in the woman is distinctly 
unusual. Acute perforations of the stomach are 
somewhat more common than of the duodenum 
and because of the greater size of the cavity a 
considerable amount of material may escape thus 
adding to the danger of peritonitis. Except im- 
mediately after meals, however, the gastric con- 
tents are not especially infectious and cultures 
taken during the first six to eight hours after 
perforation are usually sterile. 

Little information is available as to the cause 
of perforation in a previously existing ulcer. In 
general the presence of ulceration may be at- 
tributed to one of several causes—local necrosis, 
gastric juice destruction following devitalization, 
arterial thrombosis, hyperchlorhydria, primary or 
secondary metastatic bacterial infection or to die- 
tetic imbalance: In the last instance it is perti- 
nent that in Germany and Austria during the 
starvation years of 1917 to 1919 the number of 
perforations almost doubled over that of previous 
or subsequent years. 

Three main types of ulcer are found: First 
the large shallow florid ulcer with extensive in- 
duration which is easily recognized but which 
may present some difficulty in being differenti- 
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ated from an ulcerating carcinoma. Except on 
the posterior wall of the fundus any ulcer with 
a crater larger than a dime may be suspected of 
being malignant but clinical observation teaches 
that perforation of a carcinoma is rare. The 
second type is the medium sized round or oval 
ulcer with moderate infiltration and the third 
type is the solitary round or deeply fissured non- 
infiltrated ulcer, the so-called punched out ulcer. 
The two latter perforate with greater frequency 
than does the first but repair takes place more 
rapidly and thoroughly with simple surgical 
treatment. The large florid ulcers are more trou- 
blesome because of mechanical difficulty in ap- 
proximating the edges, failure of repair, subse- 
quent stenosis and persistence of ulcer symptoms. 

The stomach lesions are located ordinarily in 
the anterior wall or about the pylorus. An occa- 
sional perforation is found on the greater curva- 
ture in which event the outlook for recovery is 
greatly diminished. Duodenal perforations are 
located close to the pylorus 60 per cent. lying in 
the proximal 1144 inches most often on the an- 
terior or lateral surfaces. About one-fourth of 
all cases will show multiple nonperforated ulcers 
either in the stomach, duodenum or in both. 

In the diagnosis of acute perforation three 
features are outstanding—sudden severe epigas- 
iric pain, boardlike abdominal muscle rigidity 
and shock. After a few hours symptoms of 
peritonitis appear and mask the original picture. 
Perforation may be preceded by a short or long 
period of gastric disturbance or may occur with- 
out warning in a patient previously in good 
health. Seldom can any connection be traced 
between the character of the previous meal or 
any exertion. 

Vomiting may occur once or more during the 
early hours and usually after the ingestion of 
food or medicine. Pain is at first localized in 
the epigastrium or about the umbilicus, later be- 
coming generally distributed over the entire ab- 
domen. It is more acute when lying flat and 
may be so severe as to cause excruciating agony. 
Simultaneously there is often noted severe lo- 
calized pain limited to, but not referred to, the 
right shoulder. In the late stages of duodenal 
perforation pain and tenderness may be more 
acute over the right iliac region because of the 
natural spread of peritoneal inflammation along 
the surface of the hepatic flexure down to that 
region. Muscular rigidity appears early, is 
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generalized from the first and persists until over- 
shadowed by the increasing distension of peri- 
tonitis. ‘Temperature is subnormal, later mod- 
erately elevated, the pulse rate is increased and 
the respirations are rapid and shallow. The 
facial expression is the pale anxious type char- 
acteristic of sudden peritoneal irritation. 

At the end of five or six hours there occurs 
some remission of symptoms and the patient 
appears to rally. This apparent improvement 
makes diagnosis difficult at this stage although 
delay becomes increasingly dangerous. Shock 
decreases, pain may disappear but the board- 
like retraction of the abdominal wall persists. 
Soon afterwards symptoms of peritonitis appear 
and the abdomen becomes distended, the tem- 
perature rises rapidly, the pulse becomes rapid 
and thready and all the symptoms of intense 
septic poisoning appear. 

Vaughn has demonstrated that fluoroscopic 
examination will show the presence of free air 
in the peritoneal cavity in many cases as early 
as two hours after perforation and this examina- 
tion should be made when feasible. The pres- 
ence of a shifting bubble of air is of diagnostic 
value but its absence does not eliminate the pos- 
sibility of perforation being present. If, how- 
ever, such procedure causes material delay it 
should not be undertaken. X-ray examination 
is also of value in ruling out one not uncommon 
source of error in diagnosis, lobar pneumonia, 
which may in its early stage produce a confusing 
set of symptoms without vet revealing distin- 
guishing clinical signs. 

Especially in those cases not marked by a his- 
tory of previous gastric disturbances is it diffi- 
cult to differentiate between acute perforation 
and appendicitis, pancreatitis, calculous cholecy- 
stitis and occasionally tabes and mesenteric 
thrombosis. 

The most common source of error is in rela- 
tion to acute appendicitis and in this regard it 
is well to remember that in perforations of the 

e upper gastrointestinal tract the outstanding 
esymptoms are those of peritoneal irritation and 
are sharply defined from the start, whereas in 
perforations of the lower tract the early symp- 
toms are those of a progressive septic process. 
Later the development of a generalized peri- 
ton'tis may lead to a similar picture in each case 
and at this stage it may be impossible to further 
define the condition than to make a diagnosis 
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of peritonitis secondary to perforation of some 
part of the intestinal tract. 
Treatment is strictly surgical and the outlook 


for recovery depends less upon the type of op- 


eration than on the interval between the time 
of perforation and operation. Expectant treat- 
ment has no place in cases seen within twenty- 
four hours of the time of perforation. It has 
been aptly said that the patient’s chance is bet- 
ter with simple suture and drainage done early 
than with the most complicated and skilful surg- 
ery done late. 

Several methods of closure are available the 
simplest being inversion or plication of the ulcer 
edges, modified when feasible by overlaying the 
suture line with omentum for additional pro- 
tection. Experimental surgery on the dog shows 
that removal of the mucosa and muscularis with 
the serosa intact results in perforation and 
death from peritonitis except where the defect 
is covered by suturing omentum over the serous 
surface. It seems rational therefore to cover 
the suture line with omentum especially as this 
step consumes practically no extra time. The 
omentum must be sutured into place for it is 
found that it cannot be relied upon to act spon- 
taneously as a protective localizing structure as 
it does in perforations of the appendix or gall 
bladder. 

In ulcers of medium size, that is with indura- 
tion of not more than 34-inch diameter, excision 
by knife or cautery may be practiced, followed 
by suture of the edges and burial of the suture 
line. Most of the ulcers of this size are found 
on the lesser curvature, the region best adapted 
to such a procedure. The technic is simple: the 
peritoneal and muscular coats are dissected back 
through a curved incision, a dull red cautery is 
used to destroy the entire indurated area and 
the edges are closed and covered and drainage 
instituted. The tendency to postoperative hem- 
orrhage seems less marked after cautery than 
after knife excision. This method is also ap- 
plicable to duodenal ulcers of small size and 
favorable location. 

Because of unfavorable ultimate results as 
regards relief of ulcer symptoms there has been 
a growing tendency to supplement simple closure 
of the perforation with a posterior gastro-enteros- 
tomy. Despite the increasing use of resection of 
the stomach a great many chronic ulcers have 
been cured by posterior gastro-enterostomy alone. 
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Hence in a patient in good condition, operated 
on early, the addition of gastro-enterostomy 
seems to assure better and more complete ulti- 
mate recovery, and while this adds somewhat 
to the immediate danger it may be done safely in 
many cases and certainly reduces the likelihood 
of secondary operation. It is especially indicated 
in cases with pyloric stenosis, with large indur- 
ated edges and in duodenal ulcers. 

Gastric resection has been done for multiple 
or very large calloused ulcers but save in excep- 
tional cases it would appear safer to perform a 
more simple primary operation and resect later 
at secondary operation. 

The abdomen is best opened through a high 
right paramedian incision which permits ex- 
ploration or extension downward. When the 
peritoneum is opened the presence of perforation 

Nis indicated by thin watery free fluid and gas. 
The fluid may contain food particles or bile 
stained material and has no marked odor which 
is a contrast to the lower intestinal perfora- 
tions where the fluid is purulent and has the 
characteristic odor of colon bacillus infection. 

The perforated ulcer rarely shows the char- 
acteristic funnel shaped appearance of chronic 
ulcer but is either a hole punched right through 
the wall or an opening in the center of a cal- 
loused area. The procedure to be adopted in 
the presence of marked shock, peritonitis or 
systemic toxemia, should be of the very simplest 
type and the operation should be completed as 
expeditiously as is consistent with careful work. 
Operation should never be delayed for shock 
in the presence of peritonitis, as more harm 
will result than benefit gained by the delay. The 
peritoneal cavity is best treated by dry mopping 
and drainage to the site of the suture with or 
without stab wound drainage to the pelvis. 
Schoenbraun and Von Kiselsberg in a very ex- 
tensive series of cases have used a routine irriga- 
tion with a hydrochloric acid pepsin solution but 
that practice has not been generally adopted. 

After operation the diet is limited for 48 to 72 
hours and drainage maintained for a variable 
period. In cases operated upon after the onset 
of peritonitis the postoperative treatment is that 
of peritonitis from other cause—morphin, fluids, 
alkalis, hot packs and postural drainage. Trans- 
fusion may be utilized before or after operation 
to tide over critical stages of shock or peritonitis. 

Complications occurring soon after operation 
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include leakage which is looked for at the 8th 
to 9th day, hemorrhage, subphrenic abscess, peri- 
tonitis and paralytic ileus. When secondary op- 
eration ig deemed advisable for persistence of the 
ulceration it is well to wait for about two months 
when possible. ' 

The outlook for recovery in cases operated on 
within 6 hours is excellent and up to 12 hours 
the mortality is about 25 per cent. It then rises 
rapidly with each passing hour so that after a 
period of 24 to 36 hours the prognosis is very 
poor. Ulcers on the anterior wall of the stomach 
are the most favorably placed and those of the 
lesser curvature and anterior wall of the duo- 
denum are somewhat less accessible but other- 
wise favorable. Those on the greater curvature 
show the highest death rate and greatest num- 
ber of recurrences. Recurrence of perforation 
in the same or another location has been reported 
several times even after a lapse of several years. 

X-ray studies of recovered cases show the pres- 
ence of more or less adhesions to surrounding 
structures in most cases. 


SUMMARY 

Perforations occur mainly in young men with 
or without a history of previous gastric dis- 
turbance. 

Diagnosis is established by the presence of 
severe epigastric pain, abdominal rigidity and 
collapse. 

Treatment is surgical and early operation is 
imperative, the mortality being directly depend- 
ent on the interval between perforation and op- 
eration. 

The type of procedure depends on the condi- 
tion of the patient, the time elapsed and the type 
and location of the lesion. 

The addition of posterior gastro-enterostomy 
reduces the likelihood of secondary operation. 

30 N. Michigan Avenue. 





WHAT SHALL BE DONE WITH THE 
PROSTATIC ?* 


DanieL N. EIsenprATH, A.B., M.D. 
CHICAGO 


I propose this evening to discuss in as non- 
technical manner as possible the question of how 
to deal with acute and chronic urinary retention 


*1. Read at the Dec. 28, 1926, meeting of the South Chi- 
cago Branch of the Chicago Medical Society. 
ms ; onan the Department of Urology of the Michael Reese 
ospital, 
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in elderly males general and of bladder neck 
cbstructions in particular. 

Clinical Pictures—The causes of acute reten- 
tion of urine in the bladder of elderly men are: 
1. Obstructions at the outlet of the bladder. 

2. Stricture of the urethra which has become 
impermeable. 

3. Periurethral abscess (compressing 
urethra). 

4, Acute prostatic inflammatory conditions 
(acute prostatitis or prostatic abscess). 

5. Ischiorectal abscess (compressing ure- 
thra). 

6. Neurologic conditions especially tabes. 

You will encounter the cases in both groups 
under the three following clinical pictures: 

1. There is a sudden inability to pass urine, 
this being the first attack or a recurrence of one 
or more similar ones. 

2. A sudden profuse hematuria accompanied 
by inability to urinate. 

3. Cases in which there is a history extend- 





Fig. 1. Plain film showing shadow of large cal- 
culus in bladder of prostatic. 


ing back months to years of gradually increasing 
desire to urinate, especially at night, and at the 
same time more and more difficulty in starting 
the stream with the accompanying sensation 
that the bladder has been incompletely emptied. 

You are all so familiar with these three clini- 
cal pictures that I will begin by a discussion of 
how to treat these acute retention cases in pref- 
erence to first taking up the question of diag- 
nosis of retention in general. 

These acute retention patients belong in the 








emergency class and one cannot stop to make 
an anatomical diagnosis until they have been 
relieved and tided over to a period when a more 
detailed urologic study. can be made. 

Our first inclination when one is called to see 
a man above middle age with his bladder dis- 
tended half or all of the way to the umbilicus is 
to try to insert an ordinary solid tip Nelaton 
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Fig. 2. (a) Benign papilloma of the bladder. 
(b) Necrotic malignant papilloma of the bladder. 


soft rubber catheter with the idea that such a 
catheter can be easily passed and the bladder 
immediately emptied. 

Now you will in the first place find that your 
task of introducing such a catheter into the 
bladder is not as easy as you thought it would 
be and in the second place you may wish even 
if you have been successful that there had not 
been such haste in completely evacuating the 
bladder contents, whether these be urine alone or 
the latter mixed with blood. 

You may find that a supply of catheters, soft 
rubber, woven silk or metal, of such varieties as 
I propose to show you,’ is a very desirable and in 
many cases indispensable addition to the re- 
sources of a well equipped general practitioner’s 
office. 

Again there is still some difference of opinion 
regarding the advisability of complete emptying 
of the bladder at the first sitting. Many believe 
that it is perfectly safe to do so, but I am of the 
opinion that it is far safer to permit the con- 
tents, whether urine alone or mixed with more 
or less blood, to escape slowly so that twenty- 
four to forty-eight hours are required. 

There is always danger of a sudden suppres- 
sion of urine or a marked increase in the 
amount of bleeding if this is not done. 

Such conditions occur often enough to make 


1. Various types of catheters were demonstrated. 
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it advisable to decompress the bladder gradually 
either by the use of some modification of the 
Van Zwalenberg apparatus or more simply by 
inserting an inlying catheter and permitting a 
small quantity (two to three ounces) to escape 
every hour. 

Diagnosis—We have seen that there are a 








B 








Fig. 3. (a) Opening of large diverticulum as seen 
on cystoscopic examination. (b) Varicosities of blad- 
der wall, occasionally a source of bleeding in prostatics. 


number of causes of both acute and chronic re- 
tention which must be considered. 

An examination in acute cases of the tissues 
of the perineum and dejected exploration of the 
rectum will quickly eliminate periurethal, pros- 
tatie and ischiorectal suppuration. 

The urethral obstruction in stricture cases is 
met with usually at a point in the canal which 
is much nearer the external meatus than is the 
case in bladder neck obstructions. The passage 
of such an obstacle will often require the use of 
special catheters. 

Granted that we have excluded all of the 
causes in acute cases except obstructions at the 
bladder neck and the neurologic conditions, we 
cannot stop to make a more exact diagnosis, but 
must wait until the patient’s condition permits 
of a more detailed examination, the steps of 
which I can simply enumerate are all included 
at present under the heading “Urologic Study” 
as follows: 

1. Clinical history. 

2. Physical examination, especially blood 
pressure, heart, lungs, central nervous system. 

3. Blood Study—e. g., chemistry (nonprotein 
nitrogen and creatinin) and coagulation time. 

4. Tests for kidney function (Phthalein or 
indigo carmin). 

5. Plain x-ray of entire urinary tract (espe- 
cially for renal and ureteral calculi). 
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6. Urethrocystoscopy and rectal examination 
to determine: 

(a) Type of obstruction at bladder neck 
whether a median bar, a contracture of outlet, a 
benign or malignant neoplasm of the prostate. 

(b) The presence of a vesical calculus (in 
the bladder cavity itself or in a diverticulum). 


(Fig. 1.) 
(c) The concomitant presence of a bladder 
tumor. (Fig. 2.) 


(d) The presence of false (cellules) or of 
true diverticula. (Figs. 3 and 4.) 

7. Cystography to determine: (a) the size of 
the bladder; (b) the size of diverticula if the 
opening of such were seen during cystoscopy, 
and (c) whether reflux (Figs. 4 and 5) is pres- 
ent or not. 

Now you may say that this is rather a severe 
and usually needless examination in cases of 
chronic retention. Experience, however, has 
taught the urologist that many failures could 
have been avoided, and above all, the mortality 
greatly decreased years ago, had more careful 
study been made of these cases before treatment 














Cystogram of prostatic showing multiple 


Fig. 4. 
small diverticula and partial reflux into the pelvic por- 
tion of ureters. 


was begun. In the hands of those who devote 
their energies to the affections of the genito- 
urinary tract such a urologic study can be com- 
pleted in a comparatively few hours. Nothing 
can be more discouraging than to have a high 
mortality rate after prostatectomy because the 
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heart, blood and the accompanying acute or 
chronic bladder and kidney conditions were not 


known or appreciated before operation. Again 
how disagreeable it is to have a patient return 
with the same symptoms because a large vesical 
diverticulum and similar complications had been 
overlooked. 

I do not propose to discuss the details of how 











Lateral view of multiple diverticula of 


Fig. 5. 
bladder with reflux into ureter. The bladder itself is 
very small as compared to the size of the diverticula. 
(Dr. F. M. Phifer’s case.) 


a patient should be prepared for operation, of 
the type of the latter nor the after treatment. 

Obstructions at the bladder neck require the 
attention both before and after operation of the 
urologist He is far better equipped both as re- 
gards diagnostic resources and training to give 
these cases the care they need. As soon as the 
acute emergency condition has been relieved it 
should be your duty to the patient to have a 
complete urologic study made before any opera- 
tive procedure is considered. Let me impress 
upon you this one fact. Not every case of either 
acute or chronic retention is due to an enlarged 
(acenomatous) prostate, hence what shall be 
done with the so-called “prostatic” is to ascertain 
whether he belongs in this class or not. 
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THE OTOLOGICAL COMPLICATIONS OF 
BASAL SKULL FRACTURE* 


C. F. Yercer, M. D. 
CHICAGO 


The otologist is especially concerned with 
fracture of the base of the skull because it in- 
volves the temporal bone in over one-third of the 
cases. Within the temporal bone are contained 
anatomical structures of great otological impor- 
tance such as the internal ear with its two or- 
gans of special sense for hearing and mainte- 
nance of equilibrium, the middle ear with the 
ossicles, mastoid cells and Eustachian tube, the 
external ear and the membrana tympani, the 
7th and 8th cranial nerves and the venous 
sinuses. 

The otological complications occur in 64 per 
cent of the cases of basal skull fractures. They 
are of vital importance as they may endanger 
the life or the future well being of the patient. 
The immediate result of an injury to the inter- 
nal ear may be purulent labyrinthitis, menin- 
gitis and death; the remote result, a partial deaf- 
ness accompanied by a marked tinnitus or with 
disturbances of equilibrium or a total unilateral 
or bilateral deafness. 

Pathology. The mode of injury in 380 cases 
of traumatic fracture of the cranial bones was 
falls 219, street car 62, assault 51 and automo- 
biles 48.2 Among 454 cases of fracture of the 
cranial bones 89 per cent of which were basal, 
178 involved the posterior and 166 the middle 
fossa.2 Of 470 cases of skull injuries, 275 or 
57 per cent, were basal skull fractures.* 

The pars petrosa of the temporal bone is in- 
volved in 35 per cent of the basal skull frac- 
tures.' The excavations and canals as the jugu- 
lar fossa, carotid canal, tympanic cavity, vesti- 
bule and the internal auditory meatus serve to 
weaken it and thus predispose it to fracture. 

The labyrinth is involved in 25 per cent of 
the basal skull fractures,’ It is less common for 
the bony capsule of the ladyrinth to be frac- 
tured because it is composed of dense ivory-like 
bone. 

The pars petrosa fractures most frequently 
in the longitudinal direction, i. e., parallel to 
its long axis, in the weakest portion, from the 
jugular foramen to the tegmen tympani et 


*Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, Champaign, May 18, 1926. 
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antri and the superior portion of the external 
auditory meatus. Less frequently, the fracture 
involves the internal auditory meatus, vestibule, 
cochlea and the inner walls of the middle ear. 
It may be fractured transversely through its 
base, at the tegmen and external auditory meatus 
or toward its apex. 

Without the existence of a fracture of the 
pars petrosa, a subdural hemorrhage from a 
skull fracture may pass along the perineural 
lymph spaces of the auditory nerve and the 
aquaductus cochlea to the labyrinth. Hemor- 
thages of the labyrinth similar to those occur- 
ring in fracture of the pars petrosa may occur 
in conditions unassociated with skull fracture as 
labyrinthine concussion from external violence 
or explosion. The damage to the labyrinth in 
basal skull fracture is usually caused by hem- 
orrhages into the membranous labyrinth rather 
than by fracture through the bony labyrinth. 

Many observers have found labyrinthine hem- 
orrhages without fracture of the bony capsule of 
the labyrinth in basal skull fractures. In Bar- 
nick’s case,* blood was present in the external 
meatus and tympanum and necropsy showed 
dura mater, sinus, internal ear and tympanum 
were not implicated by the injury. The hema- 
to-tympanum was caused by a fracture through 
the tegmen antri. In the auditory and facial 
nerves were many small hemorrhages. There 
were hemorrhages in the scala tympani of the 
hasal coil of the cochlea, in the branches of the 
vestibular nerve and in the maculae acousticae. 
In Lange’s case,® the line of fracture was paral- 
lel to the superior border and along the anterior 
surface of the pars petrosa. There were multi- 
ple fractures of the external auditory meatus, 
dislocation of the malleus and incus, rupture of 
the membrana tympani and hemato-tympanum. 
The labyrinthine capsule was intact, the peri- 
and endo-lymph spaces were free from blood, the 
auditory nerve in the internal auditory meatus 
was lacerated while the facial nerve was unin- 
jured. 

Yoshii,® from his experimental investigations 
on animals, concluded that the damage to the 
internal ear was molecular in character and that 
severe trauma caused a destruction of the acous- 
tie end-organs which is accounted for by the 
fact that the stapes is suddenly forced into the 
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labyrinthine fluid causing a greatly increased 
labyrinthine pressure. 

Clinically, we find in some of the cases of 
concussion of the labyrinth where the injury is 
slight that there is present a temporary func- 
tional disturbance which is subsequently restored 
to normal. These cases are often referred to 
as “Commotio Labyrinthi” and have been com- 
pared with “Commotio Retinae,” a transient 
edema of the retina due to trauma. 

The otological complications of basal skull 
fracture may be divided into the non-suppura- 
tive and suppurative. In the non-suppurative 
group, we have to consider: (a) injury to the 
bone, as fracture of the external auditory mea- 
tus, mastoid and pars petrosa with its bony 
labyrinth and cochlea, fracture or dislocation of 
the ossicles, and diploetic hemmorrhage; (b) in- 
jury to the soft parts, as 7th and 8th cranial 
nerves, the vascular structures, membrana tym- 
pani, membranous labyrinth and Corti’s organ. 
In the suppurative group besides suppurative 
otitis media and mastoiditis and suppurative 
osteomyelitis of the pars petrosa, we have to deal 
with the intracranial complications of otitic 
origin. 

Fracture of the bony external canal is gen- 
erally associated with a fissure fracture of the 
superior wall of the tympanic cavity, mastoid, 
pars petrosa and the base of the skull. In the 
vast majority of cases the membrana tympani 
is ruptured and there is a profuse hemorrhage 
from the external canal. If the membrani tym- 
pani remains intact a hemato-tympanum re- 
sults. Fracture of the posterior superior wall 
of the external auditory canal with rupture of the 
posterior superior quadrant of the membrana tym- 
pani is frequently found. A fissure or commi- 
nuted fracture of the posterior wall of the ex- 
ternal auditory meatus may extend into the 
mastoid cells and antrum resulting in an em- 
physema over the mastoid. 

Injury of the facial nerve may occur as the 
result of laceration by the fractured bone or 
compression in the Fallopian canal from hem- 
orrhage. The 7th and 8th nerves are frequently 
injured before their entrance into the internal 
auditory meatus or are involved subsequent to 
this. Politzer’ reported a case of bilateral facial 
paralysis without disturbances of hearing. 
Brun® found facial paralysis in 17 per cent of 
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470 cases, while Moody® found it was less than 
? per cent in 547 cases of skull fracture. In 292 
cases of basal skull fracture (Brun, Van Ness, 
Schmidt and Koehler) the facial nerve was 
paralyzed in 45 per cent of the cases. The 
paralysis of the facial nerve is almost without 
exception peripheral. 

Injury of the lateral sinus occurred in 1 per 
cent of Brun’s cases. 

If a fissure fracture extends from the exter- 
nal auditory meatus to involve the mastoid and 
infection occurs a suppurative mastoiditis re- 
sults. If the region of the sigmoid sinus is 
involved a perisinus abscess, phlebitis or throm- 
bosis may occur. A fissure fracture involving 
the superior wall of the meatus externus and 
tegmen tympani may cause a laceration of the 
dura and results in pachymeningitis, extradural 
or brain abscess or meningitis. 

Borden® found that meningitis was present 
in 35 autopsied cases of basal skull fracture in 
8 per cent of the cases. Brun* in 470 cases of 
skull fracture found 8 per cent were compli- 
cated by meningitis. Moody® in 547 cases of 
skull fracture found that meningitis was pres- 
net in 7 per cent of the cases. Basal skull frac- 
tures are more often complicated by meningitis 
than compound fractures of the vault. Brun’s 
figures indicate that basal skull fractures were 
complicated by meningitis in 5 per cent of the 
cases. The chief routes of infection are in order 
of frequency, (1) the nose and its accessory nasal 
sinuses, (2) the ear and (3) the rhinopharynx.® 

A suppurative labyrinthitis is usually associ- 
ated with a suppurative meningitis. If a fissure 
fracture extends through the external and mid- 
dle ear and into the internal ear, in the pres- 
ence of a middle ear suppuration, there is great 
danger of involvement of the labyrinth and a 
fatal meningitis. Also, compound skull fractures 
may develop meningitis or brain abscess by di- 
rect continuity along the route of the involved 
vessels and nerves or by metastasis. 

Clinically, the meningitic complications of 
skull fracture may be divided into two groups, 
early and late meningitis. The early or fulmi- 
nating type of meningitis runs a very short 
course, the patient dying in from 2 to 7 days 
after the accident. In the late cases of menin- 
gitis the onset may occur in the second week 
to two months after the injury. Politzer’? re- 
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ported a case of basal skull fracture that devel- 
oped a fatal meningitis 7 weeks after injury. 
This case was unique in several respects. The 
patient, while walking, fell, striking his head on 
the hard pavement. The drum membrane was 
found intact and he was completely deaf. Ne- 
cropsy showed a bilateral fracture of the pars 
petrosa with fracture of each labyrinth through 
the vestibule and extensive hemorrhage into 
both labyrinths. A suppurative labyrinthitis 
and meningitis was present. Klestadt?* reported 
a case of late meningitis after labyrinth fracture 
in which the patient developed a fatal meningi- 
tis 30 weeks after the accident. 

Brain abscess as a complication of skull frac- 
ture occurred in 1 per cent of Brun’s cases. 
According to von Bergmann acute brain abscess 
develops in 3 to 5 weeks and R. Meyers states 
that chronic brain abscess requires 6 weeks.’ 
abscess may remain symptomless for 
Harrison observed a 


Brain 
months or even years. 
latent period of 11 years.* 

Diagnosis. The otological aids in the diagno- 
sis of basal skull fracture are: 

1. Profuse bleeding from the ear. 

Moody® found bleeding from the ear in 24 
per cent of 547 cases of fracture of the skull. 
Ransohoff!? in 190 cases of basal skull frac- 
tures found bleeding from one ear in 31 per 
cent from both ears in 4 per cent. Borden’ 
found hemorrhage from one or both ears in 75 
per cent of 346 cases of basal skull fracture. 
Hemorrhage occurred from both ears in 11 per 
cent. 

The duration of the hemorrhage from the ear 
is usually short; ordinarily, it ceases on the first 
or second day and it may be first noticed as a 
blood clot in the external canal and in the torn 
membrana tympani. Brun mentions a case of 
profuse hemorrhage from the ear in a basal skull 
fracture which lasted 9 days and caused & 
marked anemia. Usually the hemorrhage stops 
completely and all discharge is absent or but a 
slight serous secretion is left. The source of 
the hemorrhage may be from the bony external 
auditory canal, membrana tympani, mucosa of 
the tympanic cavity, diploetic veins of the frac- 
tured bone and the meningeal vessels. Buck” 
called attention to the occurrence of a copious 
and protracted hemorrhage from the tympanic 
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artery following simple fracture of the Glaserian 
fissure. 

Visible bleeding from the ear is not a neces- 
sary accompaniment of fracture of the temporal 
bone. Buck**® cites a case with necropsy find- 
ings of fracture of the pars petrosa without 
hemorrhage from the ear, and Politzer’® a bilat- 
eral fracture of the pars petrosa. 

It is necessary to exclude the entrance of 
blood into the canal from some external source. 
A rupture of the membrane tympani or a frac- 
ture of the external auditory canal may be un- 
associated with a basal skull fracture. In a sim- 
ple fracture of the bony external auditory mea- 
tus due to a blow on the face or chin, the line 
of fracture is in the antero-inferior portion and 
extends inward to involve the anterior part of 
the membrana tympani. 

2. The escape of cerebro-spinal fluid from 
the ear is less common than bleeding from the 
ear. The amount of the discharge is greater 
than that of blood and is of longer duration. It 
always signifies a basal skull fracture involving 
the temporal bone and is present in 20 per cent 
of the basal skull fractures.t It is a pathogno- 
monic sign that the subarachnoid space has been 
opened. This usually occurs over the tegmen 
or in the sheaths of the 7th and 8th cranial 
nerves in the internal auditory meatus. The 
quantity of the cerebrospinal fluid that escapes 
may be as high as 600 ec.c. in 24 hours.%* It 
usually escapes through a laceration in the mem- 
brana tympani, or if it is intact through a fis- 
sure in the bony external meatus. Blood and 
cerebrospinal fluid may escape simultaneously. 

3. The presence of brain substance in the ex- 
ternal auditory canal is positive evidence of a 
basal skull fracture involving the temporal bone. 

4, Fracture of the posterior superior wall of 
the bony external auditory canal with rupture of 
the posterior superior quadrant of the membrana 
typmani. Luxation or fracture of the ossicles. 
Lesion of the soft parts adjacent to Schrap- 
nell’s membrane. 

5. Subcutaneous emphysema over the mas- 
toid region is indicative of a fracture involving 
the mastoid cells which communicate with the 
subcutaneous tissues. (I had such a case of 
basal skull fracture on my service at Cook 
County Hospital.) 

6. Peripheral facial paralysis is located on 
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the side of the injured nerve. If deafness is 
present it is on the same side as the deafness. 
When the chorda tympani nerve is involved, 
there is loss of taste upon the anterior two-thirds 
of the tongue on the side of the facial paralysis. 

%. Disturbances of the auditory apparatus. 

The peripheral portion of the cochlear nerve 
with its end organ, Corti’s organ, located in the 
membranous portion of the cochlea is affected 
in the vast majority of cases. 

The central portion of the cochlear nerve with 
its auditory tract in the mid-brain and cere- 
brum and the auditory center in the temporal 
lobe is rarely involved. 

There is a disturbance of hearing in 24 per 
cent of the cases of basal skull fracture as a re- 
sult of injury to the middle and internal ear.’ 
In 27 cases of verified skull fracture, especially 
of the base, Nager’® found 7 cases of unilateral 
total deafness and 11 cases of defective hearing 
due to injury of the internal ear. Middle ear 
deafness was present in 3 cases. In 6 of the 
cases, there was defective hearing present pre- 
vious to the accident as evidenced by a history 
of occupational deafness or middle ear suppura- 
tion. In 5 cases the hearing was normal al- 
though the line of fracture partly extended 
through the external auditory canal. The fact 
that Nager found the cochlear nerve was in- 
volved in 67 per cent of the cases of skull frac- 
ture contradicts the usual statement (Brun, von 
Bergmann) that the facial nerve is by far the 
most frequent nerve involved in skull injuries 
and emphasizes the importance of making the 
functional hearing test in these cases. Graf 
tested the hearing of 39 cases that had recovered 
from fracture of the skull in which it was not 
suspected that the pars petrosa was involved. 
He found that hearing was normal in but 12 
cases. 

Often it is impossible to make the functional 
hearing tests immediately following the injury 
on account of the coincident stupor or uncon- 
sciousness of the patient. The examination 
should not be attempted until the patient has 
recovered from shock or clouding of the sen- 
sorium so as to be able to co-operate intelli- 
gently with the examiner. 

Deafness or disturbance of hearing is present 
on the side of the lesion and is usually of the 
nerve type of deafness in which the Rinne test 
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is positive; the Weber test is localized to the 
sound side in unilateral involvement; there is 
lowering of the high tone limit and a slight 
diminution of bone conduction. In the incom- 
plete involvement of the cochlear nerve a severe 
and persistent tinnitus or paracusis may be asso- 
ciated. Deafness for the high tones is due to 
complete atrophy of the nerve fibers in the lam- 
ina spiralis and changes in the ganglion cells 
in the lower part of the cochlea. (Passow.) The 
cochlear nerve is the more vulnerable portion of 
the 8th nerve. If a unilateral or bilateral total 
deafness appears gradually after the injury it 
usually signifies fracture of the pars petrosa. 
A complete loss of hearing occurred in 8 of 10 
( Buck.) 

8. Disturbances of the vestibular apparatus. 
Like the cochlear apparatus, the vestibular ap- 


paratus may be divided into its peripheral and 


eases of skull fracture. 


central portions. The peripheral portion in- 
cludes the static labyrinth and the vestibular 
nerve. The central portion includes the vesti- 
hulo-cerebello-cerebral tracts and the cerebral 
center in the temporal lobe. The peripheral and 
not the central portion is more frequently in- 
volved in skull fractures. 

The symptoms indicating injury of the peri- 
pheral portion of the vestibular apparatus are 
vertigo, spontaneous nystagmus toward the 
healthy side, past-pointing toward the diseased 
side, nausea, vomiting and disturbances of equi- 
librium, Tinnitus and deafness are usually as- 
sociated. The patient prefers to lie upon the 
healthy side because’ the spontaneous nystagmus 
is toward that side. The vertigo is toward the 
The vertigo is of slight duration 
and is annoying in the beginning. It gradually 
disappears completely or is only noticeable in 


diseased side. 


stooping. Vertigo and nystagmus usually dis- 
appear after one year. Nystagmus was present 
in 25 per cent of the patients in the Breslau 
Sanitarium for accident cases. Rhese in 1906 
found a much higher percentage. 

The Barany tests of the vestibular apparatus 
in the destructive type of lesion of the static 
labyrinth show an absence of response to the 
turning and caloric tests and if the vestibular 
nerve is involved the galvanic test will be absent 
on the affected side. A severe injury to the ves- 
tibular apparatus nearly always involves the 
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cochlear apparatus and usually total deafness on 
the affected side is present. 

A comparison of the relative value of the 
roentgenologic and otologic aids in the diagno- 
sis of basal skull fractures would be of interest. 
A positive roentgenologic diagnosis of skull 
fracture was made in 133 instances of which 
105 were not subsequently confirmed by opera- 
tion or necropsy and there was no roentgeno- 
graphic evidence of skull fracture in 96 cases 
of which 17 were found at necropsy to have a 
skull fracture.® 

Because of the great difficulty of detecting a 
fissure fracture of the skull and especially of 
the base roentgenologically we should in suitable 
eases add to our diagnostic armamentarium the 
function tests of the cochlear and vestibular 
nerves. 

Prognosis. The mortality in 470 skull frac- 
tures was 35 per cent and 70 per cent of the 
fatal cases had involvement of the base. (Brun.) 
The mortality was 81 per cent in 547 cases. 
(Moody.) During the past 5 years the mortal- 
ity at the Cook County Hospital was 36 per 
cent."* Murney* placed the mortality of frac- 
tures of the vault at 46 per cent and fractures 
of the base at 69 per cent. Phelps'® found a 
10 per cent mortality in 285 cases of basal skull 
fracture with hemorrhage from the ear. Blahd" 
reports a 33 per cent mortality in 59 skull frac- 
tures of which the mortality of fracture of the 
vault was but 13 per cent while in fracture of 
the base it was 65 per cent. 

Von Bergmann’s rule was that skull fractures 
that survive over 48 hours gave a favorable prog- 
At the Cook County Hospital 25 per 
cent of the skull fractures admitted die within 
the first 36 hours.*® 

The fatal cases of skull fracture may be di- 
vided into two groups. The vast majority be- 
long to the group that succumb immediately as 
the result of intracranial hemorrhage, medul- 
lary compression, brain injury and shock: the 
remainder, a small minority, die from infection. 

Skull fractures were complicated by menin- 
gitis in 8 per cent and by brain abscess in 1 per 
cent. (Brun.) 5 per cent of the meningitis cases 
were associated with a fracture of the base of 
the skull; of the latter, the anterior fossa was 
most often involved, implicating the ethmoid 
and frontal sinus. After these came fracture 
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of the temporal bone and lastly fracture through 
the roof of the sphenoid sinus. We may con- 
clude that otitie meningitis caused by skull frac- 
ture is an infrequent occurrence and does not 
comprise more than 2 to 3 per cent of the cases 
of skull fracture. It is with this group that the 
otologist is immediately concerned. The pro- 
phylaxis of infection via the ear at the time of 
the injury is extremely important. It is a well 
established fact that a basal skull fracture with 
a fracture into the labyrinth in the presence of 
a middle ear suppuration is certain to result in 
a fatal meningitis. This is especially so in the 
chronic suppurative otitis media cases with fetid 
discharge, granulations, polypi or cholesteatoma. 
The provision of drainage early in these cases 
by means of a radical mastoid operation may be 
the means of preventing a fatal meningitis. 
The incidence of this type of cases must be com- 
paratively small. I was unable to find in the 
literature any reference to the percentage of 
cases Of basal skull fracture involving the tem- 
poral bone that were associated with a chronic 
suppurative otitis media. 

Has the discharge of blood or cerebrospinal 
fluid from the ear any prognostic significance ? 
The advantage is that it lessens the increased 
intracranial pressure which may be the imme- 
diate cause of death. It obviates the necessity 
for lumbar puncture in the cases with a dis- 
chages of cerebrospinal fluid from the ear. The 
disadvantage is that it predisposes to infection 
and to the suppurative intracranial complica- 
tions. The hemorrhage per se may be so severe 
as to cause death. The mortality of 285 basal 
skull fractures with hemorrhage from the ear 
was 40 per cent.'® 

The prognosis considered from the viewpoint 
of morbidity concerns the otologist with regard 
to the disturbances of hearing and equilibrium 
and has to do with the future well being and 
working capacity of the individual. He may 
entirely recover or be partially or permanently 
incapacitated and unable to resume his former 
cccupation or Indeed any occupation. While the 
jatient may improve in the course of time, otol- 
ogy cannot offer any material help in most of 
these cases. Complete recovery of hearing may 
occur in some cases of labyrinthine concussion, 
but permanent and total deafness, unilateral or 
bilateral usually results after fracture through 
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the labyrinth. In the Zurich clinic’ it was found 
that both labyrinths were involved in basal skull 
fractures that recovered in 14 per cent of the 
cases. Vertigo is most marked at the onset and 
gradually diminishes until labyrinthine compen- 
sation has become completely established, when 
it ceases. In some of the cases of labyrinthine 
concussion with hemorrhage in the labyrinth and 
involving the cochlear nerve, there occurs a grad- 
ual but progressive loss of hearing associated 
with tinnitus which may continue until there is 
complete atrophy of the cochlear nerve. 

The cases in which there is a basal skull frac- 
ture are often much better off than those with 
lesser injuries, because while they may be deaf 
in the injured ear they almost never complain 
of attacks of vertigo and tinnitus of labyrinthine 
origin.?9 

Treatment. In the consideration of the treat- 
ment of the otological complications of basal 
skull fractures, I wish to emphasize the impor- 
tance of the prophylactic treatment with regard 
to the prevention of the otitic intracranial com- 
plications, especially meningitis. Otology can 
only offer aid in the immediate otologic compli- 
cations of basal skull fractures in the role of 
prophylaxis; in the remote complications its 
curative powers are practically nil. 

1. The treatment of hemorrhage or discharge 
of cerebrospinal fluid from the ear. 

Of primary importance is the prevention of 
infection. Avoid getting any fluid into the ear, 
no syringing or installations. Keep the external 
canal clean by mopping with sterile cotton appli- 
cators moistened with alcohol. Never pack the 
canal. Apply a voluminous sterile dressing. 
Care must be exercised in washing or bathing 
not to get water into the ear canal. These cases 
are open or compound fractures and if infection 
can be prevented they may recover. By reason 
of their being compound, they have been pro- 
vided with an avenue of escape for the increased 
intracranial pressure by means of a traumatic 
decompression. 

In case the hemorrhage from the ear is severe 
and threatening its source should be investi- 
gated under the most rigid asepsis. 

2. The treatment of basal skull fracture in- 
volving the temporal bone in the presence of 
middle ear suppuration. 

One of the very few indications for surgical 
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interference in skull fractures is to prevent in- 
fection. In basal skull fractures accompanied 
by middle ear suppuration we have an additional 
danger to the patient in that we have the avenue 
of the fracture for the dissemination of the in- 
fection contained in the middle ear which may 
lead to the labyrinth with its intimate connec- 
tion with the subarachnoid space resulting in the 
production of an acute diffuse suppurative lepto- 
meningitis and death. 

What has otology to offer as a prophylaxis 
against this? In the early or fulminating type 
of meningitis we are helpless, but in the late or 
delayed cases of meningitis we may ble able to 
prevent a fatal meningitis by providing early 
prophylactic drainage of the middle ear sup- 
puration. This applies especially to the cases of 
chronie suppurative otitis media with granula- 
tions, polypi or cholesteatoma, in which a radical 
mastoidectomy is indicated. 

The indications for mastoidectomy should be 
broad and less exacting in the presence of a basal 
skull fracture than are ordinarily required. In 
the cases in which the middle ear becomes sec- 
ondarily infected as the result of the basal skull 
fracture or was previously infected and in which 
there is stasis of the purulent discharge from the 
ear due to narrowing of the external canal, when 
acute mastoiditis develops, where the fracture 
extends through the mastoid cortex and involves 
the mastoid cells and antrum causing emphy- 
sema over the mastoid region or in which there 
is the slightest suspicion that middle ear infec- 
tion is progressing toward the internal ear to 
involve the labyrinth and the meninges, a mas- 
toidectomy should be done immediately. 

We realize that a prophylactic mastoidectomy 
to provide for additional drainage of the middle 
ear suppuration subjects the patient to operative 
trauma, but it is the lesser of two evils, provid- 
ing that the patient is in condition to stand the 
necessary operative interference. 

It goes without saying that we must refrain 
from operating in the presence of shock or on 
moribund cases. 

It is not necessary to employ general anesthe- 
sia in these cases as the mastoidectomy can be 
done without pain under local anesthesia. 

No doubt it is true that prophylactic mas- 
toidectomy will not prevent the development of 
meningitis in all of these cases, but if performed 
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early enough, it is the only ray of hope that 
otolgy has to offer. 
4458 West Madison Street. 
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DISCUSSION 


Dr. Howard C. Ballenger, Chicago: The time 
allotted me for discussion might be better spent in 
bringing out points in a paper recently published by 
Ulrich, in which he has a large series of cases of 
fracture of the base of the skull, involving the laby- 
rinth. He evidently spent much time in getting this 
ready, and it seems quite comprehensive. 

Ulrich states in all longitudinal fractures involving 
the pyramid, the capsule is never involved. However, 
the contents of the labyrinth may be involved. The 
facial canal, in injured, is in the region of the geni- 
culate ganglion. The disturbance in the middle ear is 
in direct proportion to the force applied. In the longi- 
tudinal fractures the nerves of the internal ear are 
usually injured by hemorrhage. The order of fre- 
quency of the nerves injured was found by Ulrich to 
be as follows: Vestibular nerve, cochlear nerve and 
last, the facial nerve. 

In the transverse fracture or fracture of the laby- 
rinth the cochlear nerve is more vulnerable than the 
vestibular. In fracture of the labyrinth the fracture 
leads into the endolymph. In no case of fracture of 
the labyrinth has Ulrich found an impaired drum 
membrane. The infection of the meninges, when pres- 
ent from the internal ear, comes from compact bone 
with no callus formation. 

The labyrinth fracture practically destroys the coch- 
lear and vestibular nerve in nearly every case, and in 
about half the cases the facial nerve is destroyed. 
Which brings out the point that the location of the 
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fracture is not of as great importance as the question 
of increased intracranial pressure. 

As to the question of a mastoid operation in frac- 
ture of the labyrinth with an infected middle ear, I 
do not know whether that would be wise or not. It 
might in a few selected cases, but in the average case, 
I think the shock would be too great. 

Dr. Norval Pierce, Chicago: This was certainly a 
well-written and logical paper. I think it is very dis- 
couraging to a man who has gone to all the trouble 
Dr. Yerger has taken with this paper, to have it 
treated in this very offhand manner. I rise to discuss 
the point as to whether, in the presence of a chronic 
suppurative otitis media and skull fracture of the base, 
it is advisable to supply drainage to the suppurating 
area, First, I want to say that this is one of the fields 
in which there might be a good deal more cooperation 
between the. general surgeon and the otolaryngologist. 
I should think it would be the rule in all general hos- 
pitals that where there is a fracture of the base of the 
skull, the otolaryngologist on the staff should be called 
in consultation always, because the general surgeon 
knows nothing whatever about otolaryngology and still 
less about operating in these conditions—that includes 
the very best general surgeons. The next point is, 
what can we get by an operation if there is a fracture 
of the basal skull in the presence of such an ear. 
There is no doubt but that within the first thirty-six 
hours an operation on the temporal bone, such a radi- 
cal operation, should be very carefully considered 
before being attempted, especially in a patient that 
has suffered from such shock that recovery is not 
likely. In such a case I believe we should hold our 
hands off because there is no doubt that by operating 
we jeopardize the chance of recovery. But if the 
patient goes through the first thirty-six hours, and we 
know it is a chronic suppurative otitis media, I say 
then that in all probability we should resort to a 
radical operation, and I do not believe that radical 
operation will add materially to the danger of the 
patient but will undoubtedly remove to as large an 
extent as possible the danger of infecting the meninges 
from the focus of infection within the ear. It will 
not always guard against infection, but it will at least 
do all that is possible. 

Dr. Harry Pollock, Chicago: I want to state that 
it is practically impossible to get the cooperation of 
the otolaryngologist and the general surgeon in these 
cases, except very rarely. The general surgeon, espe- 
cially those who specialize in brain surgery, think they 
know all about the ear, and it is very difficult to get 
their cooperation. With regard to operation, we have 
had a number of cases at our little place, but we do 
have cooperation there. In fracture of the basal skull 
we are always called in for diagnosis, and we have 
had some very good results. We wait a little longer 
than thirty-six hours, providing the patient is getting 
along all right. It depends on the patient’s condition 
at the end of thirty-six or forty-eight hours whether 
the operation is done or not. Of course, you should 
not wait until after meningitis develops, and I am in 
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favor of going in and doing what is called a radical 
operation. I have in mind one case—a teacher of lip 
reading. She had had a mastoid operation on her left 
ear fifteen years ago. She had a chronic suppurative 
otitis media in her right ear. She was struck by an 
automobile and brought to the hospital in a taxi. She 
was unconscious and we found a longitudinal fracture 
which was bleeding from the right ear—not the 
radically operated ear. In about six or eight hours 
she regained consciousness and the ear did not dis- 
charge any more than it had been. We thought we 
would wait for results. She got along all right and 
in a very short time made an uneventful recovery. 
This was one case which to me was almost miraculous. 
Here was a fracture of the base in the presence of 
chronic suppurative ear, and she did not develop a 
meningitis. I am in firm accord with Dr. Yerger 
when he stated that otitis media develops if the patient 
lives long enough. Where we have a history of an old 
ear with the fracture, I believe the patient should be 
given that chance, and it is in my opinion a great 
assistance in the recovery of the patient in these 
chronic suppurative ears. A large simple mastoid 
would get perfect drainage in the middle ear. Without 
it the patient may develop meningitis. I believe that 
with cooperation this should be done by the otolaryn- 
gologist and not the surgeon. The mortality lists 
would probably go down if this were done. 

Dr. A. H. Andrews, Chicago: It is of course a 
matter of opinion as to whether a case of suppura- 
tive ear sustaining a skull fracture involving the ear 
should be operated on or not. If they are not oper- 
ated upon we have no way of knowing how they 
might have gotten along had we operated. We do not 
know that an operation might have saved the patient, 
but I think it would be a pretty safe rule to lay down 
that when pus is confined, not necessarily under pres- 
sure, but confined, if it is a suppurative mastoid and 
the patient sustained a skull fracture, his chances for 
meningitis would be less if a rapid, skillful, careful 
mastoid operation were performed than if he were left 
alone. This is a matter of opinion, but if I had a 
suppurative ear and sustained a fracture of the skull 
involving the ear and my friends could get as skillful 
a man as Dr. Pierce to operate, I would want it to 
be done. 

Dr. C. F. Yerger, Chicago (closing): I wish to 
thank those who have discussed my paper as my 
object in presenting it was to elicit discussion. 

The otologist, as Dr. Pierce stated, is not often 
called in consultation in these cases. The general sur- 
geon thinks the case is one for him alone, and while 
it has otological complications, still he feels that he 
is as well qualified to take care of these complica- 
tions as a skilled otologist, which I think is a mis- 
take. There are certainly a large number of skull 
fractures with otological complications, and in very few 
of these is the otologist consulted. 

In the management of this class of cases with ear 
suppuration, if the patient dies, we think we have done 
the wrong thing. If we did not operate, we should 
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have done so; and if we did, we should not have 
done so. But the fact is, we are doing all we can 
for the patient in operating to prevent a meningitis. 

With regard to the surgical treatment of these cases, 
no matter how large your experience or how well your 
judgment may be developed, it is often very hard to 
determine the correct procedure in every case. The 
patient should be given the benefit of the doubt, and 
I feel that it is the lesser of two evils to provide 
drainage in cases where a lack of drainage may cause 
intracranial complications, rather than to adopt the 
policy of watchful waiting and then have meningitis 
set in—it is then too late to do anything. 





TRAUMATIC GUMMA AND ITS RELA- 
TION TO COMPENSATION 
INSURANCE* 


J. P. Haun, M.D. 
GALESBURG, ILL. 


In presenting this paper for your considera- 
tion, your essayist was prompted by the role of 
major importance which industrial surgery has 
assumed during the last decade. Also, the ever 
increasing demand on the part of the employer, 
the community, and the insurance companies, 
that the laborer be returned to his employment 
at the earliest possible moment and in the best 
condition available under the circumstances. 
All the larger casualty companies have attracted 
to their staff physicians, surgeons and specialists 
of unusual ability and have equipped them with 
every adjunct, enabling them to make proper 
diagnosis and supply the most efficient thera- 
peutic remedies that their risks may reassume 
employment without dysfunction or deformity. 

This is as it should be, but frequently cases 
occur which, while apparently trivial in their 
beginning, become mountainous before the end 
is reached. And it is this type of case which is 
apt to cause friction between the carriers of the 
risk and the doctor in charge. 

The companies usually insert the question: 
“Has the patient any chronic disease not men- 
tioned in this report?” and then leave the doc- 
tor to decide, without supplying him with the 
necessary measures to intelligently reply to the 
inquiry. If the company means—are there 
obvious infirmities ?—the question might as well 
be abandoned. But if they really want to know 
the risk’s probable reaction to injury, then they 
should direct the doctor to make whatever fur- 


* Read before Section on Surgery, Illinois State Medical 
Society, Champaign, May 19, 1926. 
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ther examinations are necessary to exclude such 
diseases as diabetes, cardiac insufficiencies, 
nephritides, tuberculosis, syphilis, etc. (which in 
not a few cases is of paramount importance), 
and recompense him a reasonable amount for 
the increased service. I do not mean to infer 
by this that they are not paying a suitable fee 
for services obtained, but I believe, a little more 
leeway, a little more confidence in the doctor, 
would result in a betterment of conditions for 
all concerned, and those most vitally concerned, 
arranged in the order of their importance, are: 

Ist. The patient. 

2nd. The doctor. 

3rd. The employer. 

4th. The indemnifying company. 

The patient, with his duties to his family, who 
depend upon his earning capacity, is certainly 
most vitally concerned in knowing what effect a 
trauma is likely to produce upon his future earn- 
ing capacity, if complicated by a latent lues or 
other chronic disease, which might be lit up by 
a traumatic excitor. 

The doctor, who renders a personal service, 
and is chagrined at an unsatisfactory conva- 
lescence, yet is more or less handicapped by the 
insurance company’s efforts to keep the cost 
down, which limits him in his investigation for 
a probable cause, is certainly entitled to second 
place in this arrangement. 

The employer, whose output of a commodity 
is threatened, and whose organization is more 
or less demoralized by the loss of efficient help, 
and his position in the business world placed in 
jeopardy—seems to properly belong in third 
place. And fourth and last comes 

The Indemnifying Company. I do not intend 
to indicate that their interests should not be 
most assiduously guarded, and in fact, it is my 
belief that they are usually accorded first place 
by most of us, who do much industrial surgery. 
This might occasionally mitigate against all the 
parties of the ensemble, by omitting the neces- 
sary laboratory work, that the doctor would ex- 
ercise in private cases, because the compensating 
companies have nowhere provided for this addi- 
tional service without special permission and a 
considerable correspondence. However, their in- 
terest, in reality, is purely financial, and T have 
therefore placed them last. 

While this paper may not produce anything 
especially new, if it brings about a closer co-op- 
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eration between the doctor and the insurance 
company, which results in a betterment of serv- 
ice, the purpose of this paper will have been ful- 
filled. I want briefly to report three cases which 
have recently come under the observation of my 
associates and myself. 

The first was a laborer, 42 years old, who received 
an injury to the plantar surface of the left big toe. 
A chronic ulcer developed, which showed no signs of 
healing in a month of varied treatment. No history 
of syphilis was obtained, but a Wassermann was 
taken, more out of desperation than anything else, as 
there was nothing about the wound to suggest a 
gumma aside from its chronicity—and the report re- 
turned four plus. Anti-luetic treatment was instituted 
and the wound healed rapidly. 

The next was a carpenter, 53 years old. Past his- 
tory was negative and he at first denied venereal in- 
fection. He presented complaining of an open sore 
on the top of his head. He said that about one year 
ago he bumped his head, cutting the scalp open and 
it became soft and “pussy.” The opening never closed 
and the pus burrowed beneath the scalp. Examina- 
tion showed a circular wound in the scalp about the 
size of a quarter at the junction of the frontal and 
sagittal sutures. The skull was exposed in this region 
and the outer table was necrotic and roughened. The 
scalp was loose for a distance of 2 or 3 inches in all 
directions. There was another opening in the forehead 
through which a probe passed easily to the first. 
Upon further questioning, he said he was told 15 
years ago that he had bad blood and took some treat- 
ments in his arm. The Wassermann was four plus. 
Under specific therapy, he has much improved. There 
is very little drainage, but the bone deficiency has not 
filled in. He is still being treated. 

The third and last case was a laborer about 47 
years old, who was working, lying on his stomach. 
On raising himself up, he struck his back against a 
pipe. The immediate injury was trivial, but a large 
abscess developed. Although it was given free drain- 
age, the process continued and ultimately eroded its 
way into the spinal column. At first, symptoms of a 
transverse myelitis appeared, later meningitis and 
finally death. A Wassermann taken about two months 
before the end was four plus and the patient was 
started on anti-luetic treatment, but the condition had 
already involved the cord. The time from the injury 
to the fatal termination covered a period of seven 
months. 


I had hoped to be able to present a case of 
ununited fracture in the presence of syphilis, 
but my evidence is insufficient at this time to be 
dogmatic about it. That this condition does arise 
is highly probable. During my scholastic train- 
ing, I was taught that the administration of thy- 
roid was beneficial in delayed union of fractures. 
Up until Tyroxin appeared on the market, all 
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the so-called thyroid extracts in this country 
were dried gland products and contained a con- 
siderable amount of iodine. My suggestion is 
that where these preparations were valuable in 
fractures, their success may have been due to the 
effect of the iodine upon an unidentified but 
coincidental syphilis. 

Referring back now to the cases presented: 
All gave a history of trauma as the exciting 
factor. No compensation was involved in the 
first two, as far as I know, but it can be readily 
understood how there might well have been. In 
the third case the employer carried accident in- 
surance for all of his employees. Let me say in 
behalf of the insurance company that they were 
willing to settle on the terms of the family, who 
asked for hospital, doctor and burial expenses. 
The local doctor for the insurance company, 
however, asked them to carry the case before the 
Compensation Commission on the basis that the 
patient died from syphilis rather than from the 
admittedly trivial and possibly doubtful injury. 
The case has not come up as yet, but I stated 
an hypothetical instance similar to this one to 
one of the arbitors. His unofficial opinion was 
that if the trauma could be proven, then com- 
pensation would be allowed. 

To summarize this paper: 

1. We should suspect syphilis in all cases of 
trauma which show an indisposition to heal out 
of proportion to the extent of the injury. 

2. If insurance companies really wish to 
know whether their risks have some chronic 
disease which might influence the prognosis, 
they. should instruct the doctor to make ade- 
quate investigation at their expense. 

3. Some cases of ununited fractures which 
have been benefited by the administration of 
thyroid may have owed their success to the 
effect of the contained iodine upon a coinci- 
dental syphilis. 

4, Lastly: Pre-existing syphilis should not 
mitigate insurance liability where trauma is the 
exciting factor. 

DISCUSSION 

Dr. S. H. Easton, Peorio: It is a pleasure to dis- 
cuss a value paper like this, first of all because it 
emphasizes a lot of things which we all should keep in 
mind; second, because since the development of social 
legislation compensation laws are coming more and 
more to the foreground. Industries are demanding 








240 ILLINOIS MEDICAL JOURNAL 


more and more attention to the injuries that the doc- 
tor has pointed out. 

It seems to me in discussing the development of 
gumma there are two main fields, one is the develop- 
ment of a gumma at the site of a trauma, and the 
other is the possibility that it was there before the 
trauma. The second case is fully covered by the com- 
pensation laws. The changes in a gumma due to 
trauma are aggravations of the gumma and are cov- 
ered. The chief point, as the doctor pointed out, is 
the diagnosis. I thoroughly agree with the doctor in 
that. It seems to me there are few distinct cases 
where a gumma does develop at the site of the trauma. 
I think cases, such as one where a gumma developed 
after a man injured his ankle and later a Charcot 
knee appeared, are not compensible because Charcot 
joints are neurological conditions. The lesion is not 
at the site of the injury. The second point is that the 
gumma must come within a reasonable time, and the 
third point is, if the interval is at all long and if there 
is wound healing and breaking down with the gumma 
developing later, there must be some bridging symp- 
toms. I apply the same points to the development of 
sarcoma. It must be developed within a reasonable 
time, at the site of injury, and there must be some 
bridging symptoms. The best case of gumma follow- 
ing trauma that I ever heard of was in the practice 
of a nose and throat specialist who had performed a 
tonsillectomy. The tonsillectomy healed normally. 
There was the natural amount of swelling in the soft 
tissues of the palate. One month later, in the palate, 
a gumma developed, which healed under antisyphilitic 
treatment. That I think was a true gumma, develop- 
ing out of the trauma of a tonsillectomy. 

Ununited fracture I believe is a little over-estimated 
in regard to syphilis. It has been my experience that 
syphilitic fractures heal with the same rapidity and 
a little more callus than the normal. Still there are 
undoubtedly cases where the x-ray will show a rare- 
faction of the bone at the time of the fracture which 
you must consider as pathologic. In this case I think 
the condition is compensible and that the company 
should be responsible for the antisyphilitic treatment 
needed for healing. 

I would like to emphasize this point, that where 
a condition like this is suspected, it is important that 
the injury should be reported promptly. Prompt diag- 
nosis and prompt reporting of the injury will help 
out a man in getting just compensation in the long run. 

Dr. B. G. Baird, Galesburg: As a rule I think the 
experience of most of us has been quite satisfactory 
with the insurance companies. They seem to be very 
willing to meet us half way. There are some things 
which arise in the course of industrial surgery which 
should be arranged for between the doctor and the 
company; in other words, we should attempt to in- 
form the industrial insurance companies as to what is 
the proper and correct treatment in the cases which 
they are carrying. Now, for instance, a case recently 
occurred to us; a man came in with some symptoms 
of cerebreal tumor. The Wassermann was 4 plus. 
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After carefully going into the man’s history and be- 
ing able to observe him we discovered that he was 
an epileptic. We found from inquiries from fellow 
workmen that there were times when he would tempo- 
rarily lose consciousness and lean against the side of 
the machine. Obviously that man was unfit to be 
employed in that dangerous situation and still he car- 
ried insurance guaranteeing him against loss of time 
in case he does get hurt. He is suffering from a dis- 
ease which should release him from insurance. Com- 
pensation insurance is the greatest thing that has ever 
been introduced for the working man. It is still in 
its infancy. And is a thing that can be worked out 
if the insurance company’s doctors would get together. 
One frequently hears doctors raving about insurance 
companies being so unfair, but I think it is mostly 
because of a misunderstanding. If syphilitic condi- 
tions should arise and should require treatment, I 
think the insurance company should be ready to meet 
them at least halfway. 

I think Dr. Hahn’s paper is timely in view of the 
fact that there is so much industrial surgery being 
done, and that the conditions that are likely to cause 
trouble between doctor and patient should be talked 
over. 

Dr. J. P. Hahn, Galesburg (closing discussion) : 
Dr. Easton has pointed out that there is a question 
about the time and the location of the injury. It is 
true that the laboring man is often smart enough when 
he develops gumma to say he had a trauma. The 
proving of the trauma is the vital thing from the 
standpoint of the allowing of the compensation. 
This does not directly concern the doctor as he has 
to take the patient’s word for it. As for the doctor's 
point concerning the lapse of time between the date 
of the injury and the appearance of the gumma—I 
refer only to those cases where there has been a 
lesion from the beginning. I agree with Dr. Baird 
that the Insurance Companies are willing to meet 
us more than half way. 

We also wonder often as to whether we should 
give the information in cases which we know have 
syphilis, where the patient has been under our ob- 
servation as a private client. According to the State 
law veneral disease is a secret and we are only 
obliged to report. it to the proper authorities. I 
believe that the doctor if he is serving the patient, 
is justified or even obligated to refrain from volun- 
teering such information. If he is employed by an 
industrial company, then his duty is to them. 





UNITED WE STAND 

An old negro preacher was making a visit at the 
revenue warehouse. 

Revenue Officer: “What’ll it be, Erasmus?” 

Erasmus: “Ah wants some sacrilegious wine.” 

Revenue Officer: “Some sacrilegious wine? You 
mean sacramental wine, don’t you? And what kind 
do you want?” 

Erasmus; ‘Well, boss, at last Sunday’s meetin’ the 
congregation took a vote, and it was unanymous 
for gin.”—E xchange. 
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MUMPS OF THE LACHRYMAL GLANDS* 
JAMES E, LEBENSOHN, M.D., F. A. C.S. 


Assistant Ophthalmic Surgeon, Illinois Charitable Eye & Ear 
Infirmary; Associate Opthalmologist, Mt. Sinai Hospital; 
Lieutenant Commander, M. C., U. S. Naval Reserve. 


CHICAGO 


Mumps is a systemic disease, which, though 
typically associated with parotitis, may produce 
localized phenomena elsewhere, with or without 
a co-existing affection of the salivary glands. 
Orchitis, mastitis, pancreatitis, arthritis, ence- 
phalitis, meningitis and ocular affections are 
among the complications at times encountered. 
That the orchitis of mumps may occur in the 
absence of parotid gland involvement has been 
definitely established; and recently Tasker’ has 
demonstrated that the meningo-encephalitis of 
mumps may likewise occur independently, and 
as the only manifestation of the disease. 

The ocular complications of mumps may be 
The diagnosis is oftentimes puz- 
zling, for not only is the involvement of the eye 
in mumps uncommon, but the relationship to 
the disease may be by no means apparent. If 
the eye becomes affected, it is generally at a 
time when the usual symptoms of mumps have 
begun to subside, that is, at the beginning of 
convalescence or within a few weeks subsequent 
to the attack. 

The first recorded observation of ocular in- 
volvement in mumps was made in 1872 by E. 
Ryder, who reported two cases of dacryoadenitis. 
This was followed in 1876 by a report of Hatry 
of 10 instances of neuro-retinitis.2 Since then 
other ocular complications have been noted. In 
a resume of the literature in 1894, J. H. Wood- 
ward® collected 23 cases of neuro-retinitis, 14 
of dacryoadenitis, 6 of optic atrophy, 6 of iritis, 
3 of retrobulbar neuritis, 3 of paralysis of the in- 
trinsic or extrinsic ocular muscles, and 2 of 
keratitis. 

The lachrymal gland involvement in mumps, 
like that of the parotid, is bilateral, and almost 
never suppurative. The palpebral portion of the 
gland is that most affected. The process begins 
acutely with pain, redness, and swelling of the 
outer extremity of the upper lid and conjunc- 
tiva. The upper lid droops, the gland is very 
sensitive; the enlargement is readily felt and 


very serious. 


. *Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, Champaign, May 19, 1926. 
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the skin overlying the mass is freely movable. 
On elevating the lid the lower part of the swollen 
gland becomes visible, but eversion of the lid is 
quite painful. 

Bilateral dacryoadenitis is quite rare, and out- 
side of mumps may be caused by influenza, rheu- 
matism, small pox, and leukemia. Metastatic 
dacryoadenitis in gonorrheal patients has been 
described.* Tuberculosis and syphilis may affect 
the glands but only exceptionally. 

Unilateral dacryoadenitis occurs more com- 
monly than the bilateral forms, and may follow 
injury or be secondary to diseases of the con- 





Fig. 1. Photograph taken during resolution. The 
scar in the right eyebrow shows where the incision was 
made for the removal of a bit of lachryma! gland tissue. 

Note the ptosis and the swelling in the upper lids. 


junctiva or cornea. 

Mikulicz’ disease must be considered in this 
connection. In this affection there are bilateral 
lymphomata of the lachrymal, parotid, and sub- 
maxilary glands. No pain is present, no de- 
rangement of function, and no demonstrable 
systemic disturbance. 

Though the majority of patients with mumps 
are between 5 and 15, there is no immunity with 
advancing years, but merely a diminished sus- 
ceptibility. Individuals of 60 and 70 have been 
affected. 


Case Report. A male negro, stockyards worker, 
aged 26 years, reported to the Illinois Charitable Eye 
& Ear Infirmary for a painful swelling in both upper 
lids of two weeks duration (note photograph). The 
palpebral portion of both lachrymal glands was mark- 
edly enlarge and indurated. The tissue about the ducts 
was palpable as discrete nodules. His general health 
was otherwise excellent. He remembered no recent 
diseases, such as mumps, influenza, or other systemic 
disturbance. The blood Wassermann taken previously 
had been found negative. The test was repeated with 
a similar result. The blood count was normal. Vision 
was 20/20 in each eye, and the media and fundi showed 
no pathology. A bit of tissue from the right lachrymal 
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gland removed under local anesthesia revealed but a 
simple inflammatory reaction. 

As possible causes of this condition, influenza, rheu- 
matism, gonorrhea, leukemia, smallpox, syphilis, tuber- 
culosis and Mikulicz’ diseases were considered and 
ruled out. The presumptive diagnosis became nar- 
rowed down to mumps. That the patient did not 
remember ever having had mumps previously sup- 
ported this view rather than otherwise. The patient 
did not know of being in contact with anyone that 
had mumps; but this can be readily understood, as the 
disease is communicable from the incubation period up 
to six weeks after symptoms have disappeared. 

The treatment consisted of iodine-petrogen applied 
locally, hot compresses, potassium iodide internally, 
mercury rubs, and daily catharsis with sodium phos- 
phate. After three weeks of this management, the 
swelling almost entirely disappeared, and the patient 
was discharged from treatment. 


25 KE. Washington St. 
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DISCUSSION 


Dr. F. L. Alloway, Champaign: A man I know in 
this district came in to see me and said he was going 
up to Muayos, that he had cancer; he had a large swell- 
ing around the eye. Frankly, I never had seen a case 
of mumps of the lachrymal gland and did not recog- 
nize the condition. However, I persuaded him to wait 
a few days before going to Mayos, and I talked to his 
wife about the condition. She said it came on just 
after the child had had the mumps. He waited for 
a while, and the swelling went down, though there is 
still a little puffiness in that region, and I think now 
it was a case of mumps of the lachrymal gland, and 
since talking with Dr. Lebensohn I think I am right. 
It is apparently a rare disease in the literature, though 
I think it is sometimes overlooked, and I think such 
cancer cases on their way to Mayos should be looked 
over. 

Dr. Lebensohn (closing): I appreciate Dr. Allo- 
way’s interest in this case. I believe these cases are 
not always recognized, as several physicians have told 
me on personal discussion that they have had similar 
cases to this. Dr. Alloway asked the Pryor Service 
to look up the literature and found a few contributions 
that I had missed; but altogether the number of cases 
reported have been quite few. 





THE BUSINESS VIEWPOINT 
A man went into Cohen's book store and asked: 
“Have you a copy of Who’s Who and What's What, 
by Jerome K, Jerome?” 
Cohen replied: “No, sir, but ve got Who’s He and 
Vat’s He Got, by Bradstreet.” 
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TWO YEARS’ OBSERVATION OF THE 
FUNDUS OCCULI IN TRYPARSAMIDE 
TREATMENT OF GENERAL PARAL- 
YSIS OF THE INSANE* 


J. H. Rorn, A. B., M.S., M. D. 
KANKAKEE, ILL. 


Last year at this section we had the pleasure 
of making a preliminary report of the ocular 
findings in tryparsamide treatment of general 
paralysis of the insane at the Kankakee State 
Hospital. We are delighted to have the privi- 
lege of reviewing the ocular findings and con- 
clusions reached in the treatment of neurosyphi- 
lis with tryparsamide covering a period of 
nearly two years. We hope that you will bear 
with us if we briefly review some of the remarks 
made last year in regard to tryparsamide and its 


action.? 

Tryparsamide is a pentavalent arsenical closely re- 
lated to atoxyl and arsacetin and belonging structurely 
to that group which seems to have an especial affinity 
for the optic tract. It was first synthesized by Jacobs 
and Heidelberger’? and its biological action studied by 
Brown and Pearce at the Rockefeller Institute in 1915. 
The first publication appeared in 1919. This drug was 
first used in the treatment of trypanosomiasis—hence 
the name: this work was reported by Pearce in 1921. 
In 1923 Lorenz, Loevenhart, Bleckwenn and Hodges* 
reported findings in the treatment of neurosyphilis. 

Tryparsamide is peculiar in the fact that its thera- 
peutic index is low and if it were to be judged by its 
spirocheticidal action it could not be given serious con- 
sideration, as its index is from one-fourth to one-third 
that of arsphenadine and neoarsphenamine. However, 
being a pentavalent arsenic compound its penetrability 
and excretion are much more rapid than that of the 
more commonly used arsenicals. It also is supposed 
to have the faculty of building up the resistance of the 
patient to the toxins of lues. In the earlier phases of 
syphilis when spirochetes are ranging in all parts of 
the body we must rely on a powerful spirocheticide. 
In the later stages of the infection when the spirochetes 
have become localized in the tissues of the body that 
are practically inaccessible to the ordinary spirocheti- 
cide we must rely on a drug with a high penetrability 
or one that will reinforce the patient’s resistance or a 
combination of both actions. Mehrtens,- Kalos and 
Marshall® found that nervous tissue was chemotrophic 
to tryparsamide as compared to arsphenamine. Fordyce’ 
and his colleagues believe that tryparsamide remains 
unchanged in the blood stream. Young and Muehl- 
berger’ have demonstrated unchanged tryparsamide in 
the urine. Factors such as these have recommended 


*Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, Champaign, May 19, 1926, 
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the drug as an aid in the treatment of neurosyphilis, 
especially general paralysis of the insane. 

We have no authority to speak of the neuro- 
logical results of tryparsamide in the courses 
of treatment of general paralysis at the State 
Hospital. These findings will be made public 
by the staff in due time. Our observations were 
hy invitation and confined to the occular find- 
ings. We feel that our experiences are of value 
to this section because we believe that many of 
the ophthalmologists are as ignorant of what to 
expect as we were when we began our observa- 
tions. The fate of tryparsamide still lies with 
ihe neurologist and psychiatrist, and it is the 
duty of the ophthalmologists to aid in every 
way possible and still conserve the vision of the 
unfortunate neurosyphilide. 

The patients whom most of the men here pres- 
ent will be called to see in consultation will be 
in the earlier stages of general paralysis. You 
will not be asked to observe the fundi of pa- 
tients in the state of delapidation as is the rule 
in most of our state institutions and especially 
at Kankakee. The patients concerned in this 
report were absolutely hopeless in their deterio- 
ration. Realizing that the prognosis of the gen- 
eral condition was far from the best more liber- 
ties were taken with the visual tract than the 
consultant would be willing to risk in the earlier 
stages of the disease in private practice. With 
the exception of the optic atrophies whose vision 
was so markedly reduced that the slightest sac- 
rifice of optic nerve tissue could not be consid- 
ered, fundus pathology was practically disre- 
garded as a contraindication to tryparsamide 
therapy. In fact more than fifty per cent of the 
patients under observation showed some luetic 
fundus pathology. 

The controls used at the Kankakee State Hos- 
pital showed as many changes as the patients to 
whom tryparsamide was administered. These 
were not selected but were those remaining for 
whom permission could not be obtained from re- 
sponsible parties to undergo the course of treat- 
ment. 

From the experience gained last year we did 
not pay as much attention to the fundus find- 
ings as we did to the visual acuity and the peri- 
metric fields. It is almost beyond the realm of 
human possibility to remember finer details of 
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the fundus from the week previously when the 
consultant has seen many fundi in the interium. 
Although regular fundus examinations were 
made very little information could be obtained 
with either the white light or the so-called red 
free light other than the already existing luetic 
lesions. Very many of the fundi were rendered 
blurred and indistinct on account of the len- 
ticular, corneal and vitreous opacities. Len- 
ticular and vitreous opacities are not uncom- 
mon on account of the age and the disease and 
corneal opacities on account of institution in- 
juries and the patient’s uncleanly habits. 

All ophthalmologists are familiar with the 
wide range of syphilitic intraocular findings 
and the discouraging prognosis of so many of 
the lesions. One of the complications of general 
paralysis that must not be lost sight of is the 
atrophy of tabo paresis. We may have optic 
atrophy of varying degrees in both cerebro- 
spinal syphilis and tabes, but our prognosis in 
tabetic optic atrophy is much more discourag- 
ing than in the former disease. Tabetic optic 
atrophy as such may be very difficult of diagno- 
sis at the time because it makes its appearance 
often years before our diagnosis of tabes can be 
established. If such a condition should exist 
with all the clinical and laboratory findings 
pointing toward general paralysis the resulting 
blindness that would very probably result would 
most likely be attributed to the treatment rather 
than the disease. We still have the right to 
question the amblyopia and optic atrophies that 
have been reported as the results of mercury 
and arsenicals in treatment which may have oc- 
curred just as rapidly had the disease been un- 
treated. One is surprised in the routine fundus 
examinations of the luetic inmates of institu- 
tions to find extensive lesions without the patient 
making any mention of the condition. Such 
has been our experience and on questioning the 
patient to find that he is totally ignorant of any 
disturbance of vision. Such conditions are not 
uncommon in the later stages of cerebrospinal 
lues. When the patient is still in a state that 
his reason and judgment is not so impaired he 
may acquaint us with such changes that may 
affect his vision. However, should such a con- 
dition escape the notice of the patient and be 
detected by the observer in the routine examina- 
tion it would be more likely ascribed by the cau- 
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tious oculist to the treatment than as an incid- 
dent to the disease. 

Zimmerman® contends that differentiation 
between tabetic optic atrophy and atrophy due 
to cerebrospinal syphilis should be established to 
determine the course of the treatment. He 
maintains that the prognosis as far as results 
from treatment are concerned are more promising 
in the latter disease. He quotes Behr as recog- 
nizing three types of tabetic optic atrophy in 
which energetic antiluetic treatment are con- 
traindicated. 

1. Decrease of central vision and early loss of 
color vision with normal or nearly normal 
white fields, 

2. Marked contraction for white and color 
fields with coinciding limits for white and 
colors with normal or nearly normal cen- 
tral vision. 

3. Slight permetric changes involving white 
rather than color fields with normal or 
nearly normal central vision with marked 
ophthalmoscopic changes of atrophy. Pro- 
nounced subjective visual disturbances. 

These same findings may be watched with 
caution in our observation of tryparsamide ther- 
apy because of the possibilities of obscure tabetic 
optic atrophy or complication of tabes with gen- 
eral paralysis and upon the first alarming change 
remove the patient from the treatment. 

On the other hand Fordyce holds that many 
cases which do not respond to ordinary routine 
treatment may show marked improvement un- 
der intraspinous therapy. However, he sounds 
a warning that he believes that it is poor judg- 
ment to use intravenous therapy in such cases 
without a complete knowledge of the spinal 
fluid. He has found that a tabetic with exten- 
sive field and good central vision is a much 
better risk than one with contracted fields and 
good central vision. 

In the course this year twenty-one patients 
received tryparsamide. As we have stated, the 
deterioration of the patients was such that we 
disregarded occular pathology in our efforts to 
institute treatment. Five of the patients were 
so unruly that we could not obtain even the 
vision. ‘Two additional patients gave visions, 
but attention could not be held long enough for 
us to obtain the fields. In consequence we were 
only able to secure useful information in four- 
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teen cases, that is, combined fields, vision and 
fundus observation. Two patients had acute 
exacerbations before the final fields were taken, 
but at the last observation both fields and vision 
were improving. Of the fourteen fields ob- 
served six showed increase in form and corre- 
sponding colors, six the same and two decrease. 
The decrease in the fields and vision of the 
treated patients showed a loss of 14 per cent, 
while the controls or untreated cases showed a 
loss of 58 per cent This figure does not cor- 
respond to the general findings in ocular loss 
in untreated neurosyphilis because this observa- 
tion is really the final picture of this condition. 

In six cases the central vision corresponded 
to the field findings. These had good central 
vision and fairly good peripheral fields at the 
beginning and the patients did not suffer any 
insult to the optic tract. In two cases the vision 
decreased while the fields increased. In both of 
these cases the central vision was impaired at 
the beginning. In three cases the vision im- 
proved slightly with no change in the fields. We 
considered central vision in these cases fairly 
good at the beginning, considering the fact that 
these patients had vitreous opacities. Two 
showed field decrease with vision the same, 
which is not anything unusual in neurosyphilis. 

Of the patients observed over two years, one 
patient refused to undergo a second course of 
treatment after being removed from treatment, 
on account of occular loss last year. Eleven pa- 
tients either died or were transferred from the 
institution. Eight patients were observed over 
a period of two years. Most of these showed 
an early loss of field and central vision in the 
first course but gradually regained their loss and 
in five cases showed an actual increase in both 
field and vision over the two-year period The 
patients observed over one year showed early loss 
of field and vision, but soon regained both the 
field and vision or gave promise of improvement. 
This early loss of visual function may be due to 
the exacerbations we frequently encounter in 
general paralysis or to an accumulative effect of 
the drug. Fordyce® and his colleagues have 
shown that some patients are not able to excrete 
arsenical compounds as rapidly as we are led to 
suppose they should. With a drug whose penetra- 
bility is as great as is ascribed to tryparsamide 
we may expect such an accident. We believe 
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these patients may be removed from treatment 
and by strenuous elimination be returned to 
treatment in a few weeks, without any ill effects 
from the drug. 

The loss of fields and vision in the untreated 
cases or controls was more rapid and marked 
Some of the fields of 
the untreated patients passed from good peri- 
pherals to dangerous limits in a few weeks’ time 
while their vision was correspondingly decreased. 
One patient showed rapid loss of fieds and vision 
last year, but did not show any loss this year. 
Two had very marked increase in fields over 
the two-year period, central vision remaining the 
same.” One case showed a really remarkable in- 
crease in one year’s time. 

There were no cases resulting in blindness 
from tryparsamide at the Kankakee State Hos- 
pital. The case last year whose loss necessitated 
removal from treatment regained his vision and 
a large proportion of his contracted fields and 
if he would submit to treatment again we be- 
lieve that he would suffer no impairment of 
visual function. 

Our findings do not entirely correspond with 
the findings in some of the reports from other 
institutions. Cocke’® did not observe any ill 
effects from the use of the drug. Dancy™ re- 
ported 9 cases with some fundus findings but 
only one case with a definitely reduced finding 
in the end. Lorenz’* and his co-workers found 
visual disturbance in 7 per cent of the total 
number treated, which is considerably less loss 
than we found. However, their tabetics and 
taboparetics suffered to the extent of 23 per cent. 
Thirteen cases showed amblyopia and all but one 
cleared up and resumed treatment. Lillie’® re- 
ports that changes in the vision, fundi and fields 
were greater in untreated cases of syphilis of 
the central nervous system than in those treated 
with tryparsamide. Pupillary and reflex changes 
were practically the same in both cases, while 
the oceular changes were about the same. He 
believes that tryparsamide is not contraindicated 
in pathological changes of the fundus. Blue- 
mel'* had four cases in his group who suffered 
Visual disturbances virtually amounting to 
blindness. Stokes and Wilhelm’ observed 152 
cases over eighteen months and came to the con- 
clusion that tryparsamide on account of the 
occular complication should be used as a last 


than in the treated cases. 
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rather than an early resort in asymptomatic 
neurosyphilis. 

We believe that tryparsamide can be used in 
neurosyphilis without injury to the optic tract, 
providing a competent ophthalmologist is able 
to observe the patients regularly. While the 
fundus examination with the ophthalmoscope 
with both the white and the so-called red free 
light is interesting and may at times give us 
very valuable information it cannot be used to 
the exclusion of the other means at hand. The 
fields and central vision perhaps give us our best 
information. Occasionally the patient will com- 
plain of shimmering and fogged vision but this 
usually comes early in the course, and if there is 
a corresponding loss of central vision and fields 
the patient should be removed from treatment 
for a short time. Later he may resume treat- 
ment with no ill effects. Our observations were 
that patients with good central vision and even 
moderately contracted fields did not suffer any 
insult to the visual tract. However, those whose 
central vision was not good, discounting, of 
course, opacities of the media and choroiditis, 
but with extensive fields suffered losses that were 
not regained. Patients whose deterioration is 
such that cooperation is not obtainable are haz- 
ardous in our opinion. If tryparsamide should 
prove of more value in the treatment of general 
paralysis than any of the other drugs now at 
our disposal we believe that it should not be 
condemned on account of the dangers of injury 
te the optic tract as long as we have trained 
ophthalmologists to follow the progress. 
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DISCUSSION 

Dr. Oscar B. Nugent, Chicago: Dr. Roth’s paper is 
very interesting from the standpoint of the syphilologist 
as well as that of the ophthalmologist. Let us review 
the pathology as given by Beattie and Dickson of 
Liverpool and London in their 1926 edition: 

This disease is now regarded as a late manifestation 
of syphilis. Spirochaete pallida has been demonstrated 
in the lesions, and the Wassermann reaction is usually 
positive with the cerebro-spinal fluid. In the chronic 
stage there is thickening of the membranes, with de- 
generation and atrophy of brain-substance. On section 
the brain is usually edematous, and the lateral ventricles 
dilated. On microscopical examination the nerve cells 
are found to be especially affected. The nucleus and 
the granules disappear and the cell body undergoes 
atrophy. The myelin-sheath of the white fibres be- 
comes more or less disintegrated and a neuroglial pro- 
liferation with increase of the nuclei takes place. All 
these changes are best seen in the cortex, but may also 
be found in the basal ganglia, pons and medulla. 

Tryparsamide has a low therapeutic index, about 
one-third that of other arsenical drugs, and therefore 
its penetrative power is greater. It is supposed to have 
a less accumulative power. Its use in acute syphilis 
is not recommended because of its low therapeutic 
action. It is not changed in the blood stream and is 
carried to the nerve tissues in an unchanged state. 
It seems to have a faculty of attacking the optic tract 
and other nervous tissues such as the basal and cortical 
tissues of the brain, making it an apparently useful 
drug in the treatment of general paralysis of the in- 
sane where so much nervous tissue is involved. A study 
of the literature shows that the drug is not without 
danger, and that its use must be attended by certain 
precautionary measures, carefully guarding the size of 
the dose, using the drug only where there is an oph- 
thalmologist available to watch the ocular findings, 
making it possible to know when to discontinue the 
treatment, should such findings warrant it. I believe 
the drug is not condemned so much in the more modern 
literature as by the early writers and_ observers. 
Bluemel and Greig, however, in the January, 1925, 
issue of Colorado Medicine, said: “For ourselves we 
would appraise it as a form of therapeutic dynamite, 
notable chiefly for its dangers.” In the more recent 
articles we are able to find a more balanced opinion 
concerning its therapeutic value. In using the drug in 
a class of patients suffering with general paralysis, as 
Dr. Roth has had, we must remember that to record 
definite occular findings at all times is impossible, and 
if we could rely on fundus findings alone our task 
would not be so often defeated, but this cannot be 
relied upon, so central vision and the proper recording 
of the fields must be made at regular intervals. This 
is difficult, for we are dealing at times with a more or 
less demented patient, whose fields are difficult to ob- 
tain because of a lack of helpful cooperation on the 
part of the patient. It is of interest to note the 
excellent results obtained by Dr. Roth in some of his 
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cases and he is to be congratulated on securing them 
under adverse conditions in patients from whom we 
could expect disastrous results rather than beneficial 
ones. 

Dr. C. H. Yerger, Chicago: This paper should not 
be permitted to go without discussion in view of the 
fact that Dr. Roth has had a wonderful opportunity 
to demonstrate the co-relationship between the advan- 
tages of the ophthalmologist and neurologist in the 
treatment of neurosyphilis. This study has extended 
over a period of several years, and is a distinct con- 
tribution to this department of medical science. 

Dr. Julius Grinker, Chicago: This is a most op- 
timistic paper. Dr. Roth has had an opportunity to 
observe his cases and knows what he is talking about. 
However, those of us who have tried tryparsamide in 
private cannot see the subject in the same way, espe- 
cially when we hear of cases without optic atrophy 
before its use, which are followed by optic atrophy 
after its use. 

Unless one can place the patient under the constant 
observation of a competent ophthalmologist, which, of 
course, is not possible in every case, I think the general 
practitioner had better leave tryparsamide alone. 
Shortly after the release of tryparsamide I tried it on 
five private patients. One developed optic atrophy and 
another had blurring of vision, which made me dis- 
continue it in these cases. I believe the intra-spinous 
treatment is preferable for the reason that optic atro- 
phy need not be feared. I think the malarial treat- 
ment is best of all. I saw many improved paretics in 
Vienna and Prof. Wagner showed me the records of 
these patients before treatment which convinced me 
that we have a wonderful remedy in the malarial 
treatment. 

Dr. Roth has also seen a number of cases treated 
with tryparsamide, in which there was optic atrophy 
and other visual disturbance; but I have yet to hear 
of such complications from the cases treated by ma- 
laria. I think the general practitioner will do well to 
ignore the existence of tryparsamide altogether. 

Dr. Harry Pollock, Chicago: I attended a meeting 
of the Chicago Neurological Society when this treat- 
ment was brought up and all the neurologists spoke 
as Dr. Grinker did today. They warned one another 
of the evil effects on the optic nerve, but with one 
exception they did not have the cooperation of a trained 
ophthalmologist. One man stated he would rather let 
his patients die without the use of it than have them 
develop blindness. In one case I have reference to, 
the patient, after three injections of tryparsamide, be- 
gan to get dimming of vision, not central, but a closing 
down of the fields, and the treatment was stopped for 
a week or two; the third course was resumed without 
any ill effect. I think we can depend on what Dr. 
Roth tells us rather than the neurologists who do not 
have a trained ophthalmologist to examine the case. 
As Dr. Roth states, some optic atrophy occurs even 
when you do not use tryparsamide. I think the great 
trouble has been that they do not have a trained 
ophthalmologist to cooperate with them and depend 
upon the patient’s statement that vision is getting 
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worse. It is only through cooperation that you get 
anywhere in these cases, where you depend upon the 
patient instead of the ophthalmologist. 

Dr. J. H. Roth, Kankakee, Ill. (closing): I might 
say that so far as tryparsamide is concerned, it will be 
discontinued at the State Hospital because of the not 
quite satisfactory results, and malarial treatment may 
be instituted instead. However, I believe that a good 
many cases of optic atrophy are due to not thorough 
enough following up by the ophthalmologist—examin- 
ation made simply with the ophthalmoscope, or per- 
haps more or less carelessly taken fields. In the paper 
presented last year I gave some figures of Fordyce’s 
in which he showed that many patients retained a large 
amount of the drug in the blood stream after being 
given three or four injections and as a result they got 
an overdose which resulted in optic atrophy. After 
they were taken off the treatment they usually recov- 
ered their vision fairly well without any permanent 
loss. I want to thank Dr. Yerger for his kind re- 
marks. 


THE PRESENT STATUS OF THE TREAT- 
MENT OF SEXUAL IMPOTENCE 

Vecki (Urologic and Cutaneous Review, September, 
1926) quotes Voronoff to the effect that senility is 
frequently worse than death, that we must not fight 
against death, but senility. Senility is regarded by 
the writer as almost synonymous with sexual impo- 
tence. It is held that premature sexual impotence 
surely shortens the span of life. A _ stallion lives 
longer than a gelding; no eunuch lives over sixty 
years. 

It is maintained that no organ in the body of man 
can preserve the vital energy, nor can the cells 
properly function, unless it is stimulated by the 
testicular hormones. If the genital glands remain 
active in old age senility will be retarded. Next to 
age the most frequent causes of sexual impotence 
are the various congenital conditions of hypo- and 
hyper-functioning glands of internal secretion. 
Every debilitating bodily condition, however, im- 
pairs sexual power. Thus it is lessened or abolished 
in diabetes or autointoxication, arteriosclerosis, 
overfeeding, improper nourishment, alcoholism, over- 
work, worry, and sedentary habits. It is held that 
the study of internal secretions has done for sexual 
organs almost as much as antitoxin has done for 
diphtheria. A thorough examination of every patient 
is absolutely necessary. At times the simple use of 
some internal remedy is sufficient. So-called aphro- 
disiacs are helpful, iron and arsenic are at times 
useful, strychnine in full doses is regarded as a 
highly serviceable drug. Phosphorus is indicated in 
conditions of phosphaturia; atropine has had its best 
results in cases of prostatorrhea. If combined with 
a purgative such as jalap, rhubarb, aloes, or partic- 
ularly podophyllin, it has had surprisingly good 
results in cases of autointoxication. Morphine and 
other opiates are helpful in psychotic conditions. 
Novocaine in the form of an instillation to the 
meatus sometimes influences favorably premature 
ejaculation. Valerian is used and with profit. Bro- 
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mides usually do harm. Alcohol is indicated in cases 
of frigidity and is indispensable in premature ejacu- 
lation. No matter what drug may be used the simul- 
taneous feeding of desiccated glands of internal 
secretion is indicated. Either the thyroid alone or 
in combination with the suprarenal, the pituitary, 
the gonads and hemoglobin give invariably good re- 
sults. Small doses should be used over a long pe- 
riod. Physicians, as well as manufacturers, must 
consider that when, for instance, the pituitary gland 
is used for impotency, it should not be from a 
castrated animal. 

In cases resisting internal opotherapy, intramus- 
cular and intravenous injections are next to be ap- 
plied. Very good results are obtained from injec- 
tions of orchitic preparations. We know that the 
internal secretion of the testis controls calcium 
metabolism and exercises a stimulating influence on 
the exchange of protein substance. 

The best results are being obtained by real trans- 
plantation after the method of Voronoff and using 
his technique. Only human glands or those of 
anthropoid apes can be used, and the difficulties of 
obtaining them are usually insurmountable. 

Properly performed vasoligation, whenever indi- 
cated, is a very useful operation, and in some cases 
of premature ejaculation, the supreme remedy. 

Sexual impotence is frequently caused by a 
faulty sexual life, but long forgotten masturbation 
is invariably being accused, when it has absolutely 
nothing to do with the condition. 

Abstinence and neurasthenia go hand in hand and 
support each other. Sexual power cannot be banked 
like money, and it is an old experience that non-use 
leads to weakness. 

A clean intestinal tract is of the utmost impor- 
tance. Proper exercise without fatigue, proper 
amount of sleep, congenial occupation, amusements 
and general cheer are essential. 





Society Proceedings 


Adams County 

February 14, 1927. The meeting of the society 
was preceded by a dinner in honor of our guest, Dr. 
Elsworth S. Smith, Prof. of Clinical Medicine, 
Washington University Medical School, St. Louis. 
This was held at the Quincy Elks’ Club and there 
were 24 present. At the conclusion of the dinner 
Captain Murphy, Inf. U. S. Army, addressed the 
physicians present on the physical examinations for 
candidates for the Citizens’ Training Camp, to be 
held this summer. 

The President called the regular meeting to order 
at 8:25 p. m. There was a total attendance of 41. 

Dr. John A. Koch read a report of the meeting of 
Fracture Committee of the American College of 
Surgeons. This committee had a meeting in Chi- 
cago last month, which Dr. Koch attended. The 
report was discussed by Drs. Williams, Beirne, Cen- 
ter, Baker, and finally closed by Dr. Koch. 

Dr. Elsworth S, Smith read a very scholarly paper 
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on “The Prognosis and Treatment of Cardio Vas- 
cular Renal Disease,” which was illustrated by lan- 
tern slides. The paper was discussed in a very able 
manner by Drs. Nickerson, Koch, R. Mercer, Cen- 
ter, Beirne and closed by Dr. Smith. Dr. E. B. 
Montgomery read a short paper on the Salicylates, 
which was discussed by Drs. Smith and Center. 

The Secretary read letters from Drs. O. C. Church 
and J. H. Mitchell announcing their resignation 
from the society. Dr. Koch made a motion that the 
Board of Censors interview these members and try 
to interest them to retain their membership in the 
society. Seconded and carried. The Secretary read 
a letter received from the Trade and Labor Assem- 
bly to the effect that the society withdraw their 
opposition to the Venereal Clinic in order that it 
may be reestablished. The matter was referred to 
the Public Health Committee for their consideration. 
A letter was read from the Educational Committee 
of the Illinois State Medical Society urging the so- 
ciety to help educate the public to the value of 
Toxin—Anti-toxin in the eradication of diphtheria: 
The Secretary read an editorial from the Journal of 
the Missouri State Medical Association telling of the 
educational work that had been done in Holt 
County, Missouri, toward eradication of diphtheria. 
The matter of educational work in diphtheria was 
referred to the Public Health Committee for a re- 
port at the next meeting of the society. Dr. Cohen 
spoke on the value of establishing a committee of 
some kind to take care of the routine business of 
the society. The President appointed a committee 
of three to investigate this matter and to report at 
the next meeting of the society. (Committee: Drs. 
Cohen, Stevenson and Center.) A rising vote of 
thanks was extended to Dr. Smith for addressing 
the society and he was elected an Honorary Mem- 
ber of the Adams County Medical Society. Dr. 
Stevenson called the attention of the members to 
the private car that was being chartered to take the 
members to the State meeting in Moline next May 
and said that if a few more members wished to take 
the trip a second car would be secured, inasmuch as 
the reservations for the first car were already over- 
subscribed. The Secretary invited the membership 
to adjourn to his home for an informal reception in 
honor of Dr. Smith. 

The meeting adjourned about 11:00 p. m. 

Harotp SwAnserG, M.D., Secretary. 


Christian County 
February 27, 1927. 

On the evening of Wednesday, Feb. 23, the Chris- 
tian County Medical Society met in semi-annual 
session at the country club of Taylorville where 
nearly half of the physicians of this county sat down 
to a good dinner and had a real social time for an 
hour or more after which the business of the meet- 
ing was taken up and the first was the election of 
officers for this year, and the result of this election 
was: President, Dr. Dana M. Littlejohn of Pana; 
vice-president, Dr. G. C. Klein of Taylorville; sec- 
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retary-treasurer, Dr. D. D. Barr of Taylorville; 
delegate and alternate, Drs. Armstrong and Lawler 
of Taylorville. All the rest of the old officers were 
reelected except that Dr. J. F. Miller of Palmer 
was elected to the public health committee instead 
of Dr. J. H. Miller of Pana who is retiring and 
away from home a good deal. 

Dr. Ben F. Zobrest of Assumption was elected to 
membership. 

Dr. Neil Moore of St. Louis University was the 
speaker of the evening and his subject was: “‘Af- 
fections of the Upper Urinary Tract.” The address 
was excellent and well illustrated with numerous 
lantern slides that showed many interesting patho- 
logical conditions and the doctor told of the treat- 
ment. All voted the doctor’s address excellent, and 
we wish him to return at another time. 

D. D. Barr. Secretary. 


Cook County 
CHICAGO MEDICAL SOCIETY 
Joint Meeting, Chicago Medical Society and the 
Northwest Branch, Feb. 2, 1927 
Some Causes and the Treatment of Chronic 
DIBCTBA - 6.5 cv.0ces cawcseniesics William A. Brams 
Discussed by: C. S. Williamson, C. A. Elliott, 
Karl Meyer, James G. Carr. 
Regular Meeting, Feb. 9, 1927 
1. The Present Status of Roentgen Diagnosis in 
Pregnancy. Lantern Slide Demonstration.... 
seuCurea ie ibcia Geers elses niaiainieresine ete Irving F. Stein 
PRIGCHEMB cccc sacs adomenanowee D. A. Horner 
2. Chronic Non-Ulcerative Colitis.............. 
SAS Chas. E. Stewart, Battle Creek, Michigan 
Discussion...A. A. Goldsmith, L. C. Gatewood 
Regular Meeting, Feb. 16, 1927 
1. An Operation for Sterility in the Male (Lan- 


POTN SSIINEED oss ccc oe esesiee Harry C. Rolnick 
DisGupsion...<6siccu.<- Charles Morgan McKenna 
By (CDBG aa. cise cissnsicts cusses ....L. H. Newburgh 


University of Michigan, Ann Arbor, Mich. 
Discussion—James H. Hutton, Prof. A. J. Carl- 
son, University of Chicago. 

Joint Meeting Chicago Medical and Chicago Ophthal- 

mological Societies, Feb. 23, 1927 

1. Lantern Slide Exhibition of Photographs of the 
Fundus 
(a) Variations in normal fundi 
(b) Pathological fundi and their relationship 
to general diseases..... Robert Von der Heydt 
Discussion opened by Theodore Tieken. 

2. The Eye in Brain Localization..Frank Brawley 
Discussion opened by John Favill. 

3. Lantern Slide Exhibition of External Eye 
Disease of Interest to the General Practitioner 
Kae RENAN aera Seana eee E. R. Crossley 
TDIGCUBBION: .<o9:64.0:4's 516-0: Oeieie Joseph L. Miller 
Problems in Bronchoscopy....George W. Boot 


Franklin County 
The regular monthly meeting of the Franklin 
County Medical Society held January 27, in the ot- 
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fice of Drs. Moore, First National Bank Bldg., Ben- 
ton, was one of the most important ever held by 
the society. Dr. Emmett Keating of Chicago dis- 
cussed with the members and their guests the ques- 
tion of “Periodic Health Examinations,’ one of the 
most important questions ever considered by the 
profession in its relationship to the laity. 

It has been demonstrated beyond any exaggera- 
tion that the insidious diseases that carry off individ- 
uals in the prime of their life, could have been eradi- 
cated, or at least kept within bounds, had a diagnosis 
been made when the disease first started. The 
only possible way this can be done, is for a thor- 
ough examination to be made at definite times by 
men who are competent to do the work. 

The medical profession since the beginning of 
time have been so afraid that they would attempt 
any savoring of advertising, that they have gone to 
the extreme and allowed men and women to be- 
come victims of quacks, simply because they did not 
know any better. The idea of “Periodic Health 
Examination” is to prolong lives, and put up the 
right sort of fight against the diseases, such as 
Bright’s Disease, tuberculosis, cancer and the vari- 
ous forms of heart conditions that have been caus- 
ing a high mortality in mature men and women. 

Dr. Keating also discussed with the Society the 
method of making these examinations, and the 
proper means of keeping the records, so that they 
might be available at any future time, particularly 
for the definite time set for the next examination 
which might be six months or a year, depending 
entirely upon the opinion of the man who keeps 
the record. When a patient pays a physician for 
his services, he is not paying for a prescription or a 
small bottle of medicine that the physician per- 
scribes, but a rimbursement for his time and care 
given this examination, and for council and advice, 
a thing which has not been appreciated by the pub- 
lic. Dr. Keating impressed upon the profession 
present, the vital necessity of being thorough in 
this work, and not merely looking at an individual’s 
tongue, feeling pulse, taking temperature and pass- 
ing it up as “Just another case.” 

Illustrating the importance of “Periodic Health 
Examinations,” one of the physicians related his ex- 
perience that had happened some four or five years 
ago. A woman about sixty years of age came some 
distance into his office complaining of one of her 
toes. When questioned regarding her condition, she 
made the statement, that she had never been exam- 
ined, but as far as she knew, she was all right. The 
woman had a general examination, and it was dis- 
covered that she had a rather advanced Bright’s 
disease, and a heart disease that was advanced to 
the point that the heart was dilated, and the valves 
leaking. The woman was instructed how to take 
care of herself and under management her life was 
prolonged several years. If she had not had some- 
thing wrong with her toes, which was probably not 
related she would have gone on and become pro- 
gressively worse, to the point that medical manage- 
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ment would not have done her any good. Had this 
been discovered a year earlier, and it probably would 
have been under the “Periodic Health Examina- 
tions” plan, likely much more could have been done 
for her. 


Iroquois County 

The Iroquois County Medical Society met in reg- 
ular session Jan. 27th, at the Iroquois Hospital, 
Watseka, after a six o’clock dinner served in the 
dining room. 

Officers for the ensuing year were elected as fol- 
lows: President, Dr. Horace Gibson; vice-president, 
Dr. J. L. Shawl; secretary and treasurer, Dr. C. H. 
Dowsett; censors, Drs. Ross, Buckner and Wood; 
delegate, Dr. W. H. Whitsitt. 

Dr. J. L. Funkhouser, Urologist, Danville, gave a 
very interesting talk on “Cystoscopy as a Means 
of Diagnosis and Treatment,” illustrated with lan- 
tern slides and films. 

He was assisted by Dr. Ernest Kraft, Technician 
of the Lake View Hospital. Discussion led by Dr. 
Ross. Number of members present, twelve. Meet- 
ing adjourned to call of the Secretary. 

C. H. Dowsett, M.D., 
Secretary. 


Warren County 

The Warren County Medical Society held one of 
the biggest meetings in its history on Tuesday, Jan- 
uary 4, 1927, at the Monmouth Elks Club, begin- 
ning at 4:00 p. m. with a talk on Cancer by Gilbert 
Fitz-Patrick, M.D., Chairman of the Executive 
Committee for Illinois, of the American Society for 
the Control of Cancer. 

Doctor Fitz-Patrick talked on the organization, its 
history, purpose, and illustrated his talk with motion 
pictures on the subject of Cancer. 

At the same hour, Doctor Joseph Colt Bloodgood 
of Johns Hopkins University Medical School, Bal- 
timore, talked at the high school auditorium to more 
than four hundred members of the Federation of 
Women’s Clubs and members of other organiza- 
tions, including the teachers’ association of Warren 
County, the subject of the address being “What 
Every Woman Should Know About Cancer.” 

A banquet was served at 6:30 p. m. at the Elks 
Club to nearly two hundred physicians and dentists 
of Western Illinois and Eastern Iowa. A _ short 
after-dinner program was given, Professor Frank 
W. Phillips, Superintendent of Schools, acting as 
toastmaster. The address of welcome was given by 
John Lugg, mayor of Monmouth. Mr. Lugg has 
more than the usual interest in the work of the 
medical profession, and this was shown in his ad- 
dress. The welcome from the Warren County Med- 
ical Society was given by Dr. Frank C. Winters of 
Monmouth. Other talks were made by Doctor 
Mather Pfeiffenberger of Alton, President of the 
Illinois State Medical Society, G. Henry Mundt, 
Chicago, President-Elect, and William D. Chapman, 
Silvis, Chairman of the Council. 

At 7:30 the principal address of the evening was 
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given by Dr. Joseph €. Bloodgood on his favorite 
subject, “Cancer.” In his usual characteristic and 
forcible manner, Dr. Bloodgood told the results of 
his many years of investigations on the subject, im- 
pressing on all his listeners that we do know much 
more about cancer today than the profession knew 
twenty-five years ago. 

Many illustrations were shown on the screen to 
emphasize many of the points made in the talk. Dr. 
Bloodgood stated that his records show that hope- 
less cancer of the breast has been reduced from 55 
per cent to less than 10 per cent, and the actual 
cures have increased from less than 10 per cent to 
more than 60 per cent. He attributes these improve- 
ments to the fact that people have been given cor- 
rect information concerning cancer. With an in- 
crease in our educational efforts there should be a 
diminution in the mortality from this disease. 

Dr. Bloodgood is a hearty advocate of the periodic 
health examination, or the annual health inventory 
and believes it one of the best things to aid in the 
check of cancer. 

He emphasized the necessity of frequent dental 
examinations, the proper selection of diet and other 
things of considerable importance in the considera- 
tion of the subject. 

This meeting was the first of a series of meetings 
held in Illinois at which Dr. Bloodgood appeared 
on the program, and it was arranged by the Ameri- 
can Society for the Control of Cancer, through the 
Illinois branch, of which Dr. Gilbert Fitz-Patrick 
is Chairman. 

There were nearly two hundred physicians and 
dentists present, many of whom traveled as far as 
two hundred miles to hear Dr. Bloodgood. About 
fifty of this number came from Iowa and all were 
unanimous in their opinion that it was one of the 
best county society meetings they have ever at- 
Cuares P. Brarr, M.D., 
Secretary. 


tended. 





Marriages 


AuBert Lee ALDERSON to Miss Frances Ire- 
land, both of Pana, IIl., Oct 30, 1926. 

Perry Emory Duncan, Ozark, IIl., to Miss 
Edna Earl of Grand Forks, N. D., Dec. 25, 1926. 





Personals 


Dr. Alex 8. Herschfield has been appointed 
state alienist, appointment to take effect Febru- 
ary 16. 

Dr. Edward J. Wheatley has been elected 
president of the medical staff of St. Elizabeth’s 
Hospital, Danville. 

Dr, Warner L. Eddy, Milan, has been elected 
president of the staff of St. Anthony’s Hospital 
for 1927. 

Dr. Frank Smithies has been elected con- 
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sultant in diseases of the alimentary tract at the 
Municipal Tuberculosis Sanitarium. 

Dr. Jacob P. Greenhill addressed the Dubuque 
County Medical Society, Iowa, February 15, on 
“Present-Day Management of Uncomplicated 
Labor.” 

Dr. Selmes Paul Funkhauser, St. Louis, ad- 
dressed the Madison County Medical Society, 
February 4, Edwardsville, on “Significance of 
Red Blood Cells in the Urine.” 

Dr. A. M. Saunders, acting director, Illinois 
State Psychopathic Institute, addressed the Chi- 
cago Council of Medical Women recently on 
“Early Manifestations of Mental Disease as 
They Come Under the Observation of the Gen- 
eral Practitioner.” 

Dr. Joseph A. Capps and Dr. Joseph L. Miller 
have been transferred from clinical professor- 
ships in the department of medicine, Rush Med- 
ical College, to clinical professorships in the 
department of medicine, Ogden Graduate School 
of Science for three years from July 1, 1927. 
The board accepted the resignation of Dr. Julius 
i. Lackner as assistant clinical professor in the 
department of obstetrics and gynecology at Rush 
Medical College. 

Dr. Emmett Keating addressed the Stephen- 
son County Medical Society at Freeport Febru- 
ary 24. 

Drs. Parker and Durkin announce the return 
of Dr. George Parker from six months of travel 
and study abroad. 927 Peoria Life Building, 
Peoria, Ill. 

Dr. Ralph H. Kuhns, Director of the Depart- 
ment of Pediatrics at the Illinois Post-Graduate 
Medical School, has been appointed Assistant 
Attending Physician to the Children’s Memorial 
Hospital, Chicago, and a member of the Faculty 
in Medicine of the University of Chicago and a 
member of the medical staff of the Illinois Chil- 
dren’s Home and Aid Society, Chicago. 





News Notes 


—The Chicago Gynecological Society held its 
four hundred and twenty-third regular meeting 
February 18 and was addressed by Drs. Carl H. 
Davis, Milwaukee, and Roland S. Cron on “Con- 
genital Absence of the Vagina,” and by Dr. 
Mark T. Goldstine on “Adenomas.” 

—The Peoria Municipal Tuberculosis Sana- 
torium has opened a new addition which makes 
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the capacity of the institution eighty beds; pa- 
tients from neighboring counties are also ad- 
mitted to the sanatorium. 

—The Chicago Neurological Society met at 
the Drake Hotel, February 17. The speakers 
were Drs. David M. Levy, Hugh T. Patrick, 
George B. Hassin, Eugene F. Traut and George 
J. Mohr. 

—Charles Roth, Chicago, was sentenced to 
thirty days in jail and fined $500, February 18, 
it is reported, for practicing medicine without a 
license. Roth is said to have received $70 in 
fees for treating a woman who died of cancer. 

—The secretary of the Methodist Board of 
Hospitals and Homes, 740 Rush Street, Chicago, 
recently took over the Freeport General Hospi- 
tal, Freeport, which will be known hereafter as 
the Freeport Methodist Memorial Hospital. 

—The staff and other departments of the 
Washington Park Hospital, Sixtieth Street and 
Vernon Avenue, are being reorganized; Dr. 
Francis P. Hammond has been elected president 
of the staff and chief of the surgical division, 
and Dr. Roy R. Jamieson has been elected chair- 
man of the medical section of the staff. 


—The Chicago Neurological Society and the 
Chicago Orthopedic Club held a joint meeting 
January 20. Drs. Hugh T. Patrick read a paper 


on “Sciatic Neuritis;’? Edwin W. Ryerson, 
“After-Treatment of Infantile Paralysis; John 
Ridlon, “Pott’s Paraplegia ;” Lewis J. Pollock, 
“Peripheral Nerve Injuries,” and John L. Por- 
ter, “Arthritis of the Spine.” 

—Dr. Gladys R. H. Dick was guest of honor 
at a tea January 30 at the home of Mrs. Charles 
8. Moody, to which the women medical students 
of the University of Chicago, Northwestern, ITIli- 
nois and Loyola medical schools were invited. 
Mrs. Moody is vice chairman of the Women’s 
and Children’s Hospital, which started a drive 
for funds, February 6. 

—Headquarters have been established in the 
Morrison Hotel to obtain $500,000 for a new 
building for the Women and Children’s Hos- 
pital of Chicago, now at 1712 West Adams 
Street, formerly known as the Mary Thompson 
Hospital. The present building has been in use 
for forty-one years, and is now so outworn that 
one-third of it has been closed. This hospital 
was founded by Dr. Mary Thompson in 1865 to 
aid widows and orphans of the Civil War. The 
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site for the proposed 100 bed building is at Ash- 
land Avenue and Maypole Street. There are 
opportunities for memorial gifts ranging from 
$50,000 for an operating room to $2,500 for an 
examining room, and of gifts for units such as 
a dispensary wing ranging from $100,000 to 
$15,000 for a solarium. The outpatient depart- 
ment of the Women and Children’s Hospital last 
vear treated 9,075 cases, mostly without charge. 
This is said to be the only hospital in the coun- 
try whose staff is made up entirely of women. 

—At a regular meeting of the Elgin Physi- 
cians’ Club, Feb. 14, 1927, to David C. Strauss, 
F. A. C. S., of Chicago, spoke authoritatively 
on “Gall Bladder Diseases as Seen by the Sur- 
geon.” His large experience, and the use of 
lantern slides to illustrate his talk, proved very 
instructive. 

—A convention of state hospital physicians 
was held in Chicago from January 17 to Janu- 
ary 27. Physicians from all state hospitals for 
the insane, feeble-minded and epileptics in Tlli- 
nois attended the convention, which consisted 
of a course of lectures, clinics, demonstrations 
and visits to several hospitals in Chicago. Dr. 
A. M. Saunders, acting director of the Illinois 
State-Psychopathiec Institute, was chairman of 
the meeting. 

—Coles- Cumberland Medical Society has 
elected the following officers: Dr. W. G. Wallace, 
Mattoon, president; Dr. 8. E. Bigler, Neoga, 
vice-president; Dr. E. E. Richardson, Mattoon, 
secretary; delegate, C. D. Swickard; alternate 
delegate, Dr. R. J. Coultas; board of censors, 
C. B. Voight, 1 year; H. A. Shaffer, 2 years; 
Dr. Iknayan, 3 years. 

—The following examination dates have been 
assigned by the American Board of Otolaryngol- 
ogy: Washington, D. C., Episcopal Eye, Ear 
and Throat Hospital, Monday, May 16, 1927, at 
9 o’clock. Spokane, Washington, Saturday, June 
4, 1927, at 9 o’clock. 

—The North Side Branch of Chicago Medical 
Society held an Albert J. Ochsner Memorial 
meeting, February 3, with the following pro- 
gram: “A Personal Appreciation of Ochsner,” 
Walter W. Chipman, Montreal, President, 
American College of Surgeons; “Ochsner’s 
Work,” William J. Mayo, Rochester, Minn.: 
“Surgical Progress,” Allen B. Kanavel, Profes- 
sor of Surgery, Northwestern University Medi- 
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cal School. This is the first lecture of the 
Ochsner Memorial Lectures, established by the 
North Side Branch of the Chicago Medical 
Society. 





Deaths 


Cyrus L. Mitter, Makanda, IIl.; Medical College 
of Ohio, Cincinnati, 1878; aged 81; died, in Decem- 
ber, 1926, at Benton, of heart disease. 

DaNIEL LAWRENCE, Golconda, IIl.; College of Phy- 
sicians and Surgeons, Keokuk, 1878; aged 77; died, 
January 13, of cardiac asthma. 

Zacuary T. Baum, Paris, Ill.; Miami Medical Col- 
lege, Cincinnati, 1870; Civil War veteran; formerly 
mayor of Paris; aged 79; died, Dec. 21, 1926, of heart 
disease. 

Frank Stanton Asy, Chicago; Chicago Homeo- 
pathic Medical College, 1895; Medical Department 
of the University of Illinois, Chicago, 1897; aged 
61; died, January 10. 

Jacos C. ANvERSON, Paxton, Ill. (licensed, Illinois, 
1882); aged 82; died, January 17, of heart disease. 

Jacos Barton Cato, Hutsonville, Ill,; Hospital Col- 
lege of Medicine, Medical Department Central Uni- 
versity of Kentucky, Louisville, 1891; member of 
the Illinois State Medical Society; aged 60; died, 
Dec. 27, 1926, at the Mary Sherman Hospital, Sul- 
livan, following a cholecystectomy. 

Jeremian A, Casey, Chicago; Chicago College of 
Medicine and Surgery, 1916; a Fellow, A. M. A.; 
aged 51; died, January 29, of chronic myocarditis. 

Lewis Roacu Day, Winchester, Ill.; Barnes Med- 
ical College, St. Louis, 1897; aged 60; died, Dec. 29, 
1926, of cerebral hemorrhage. 

Thomas J. Exton, Thomasboro, Ill; Bennett 
Medical College, Chicago, 1890; aged 67; a member 
of Mlinois State Medical Society and practitioner 
in Champaign county for 30 years; died while mak- 
ing a professiona) call, February 14, from cerebral 
hemorrhage. 

Ernest JAson Forp, Evanston, IIl.; University of, 
Illinois College of Medicine, Chicago, 1906; a Fel- 
low, A. M. A.; formerly associate in surgery at his 
alma mater; on the staff of the Evanston Hospital; 
aged 48; died, January 17, at Phoenix, Ariz., of heart 
disease. 

Emir L. Forst, Chicago (licensed, Illinois, 1913); 
aged 55; died, Nov. 22, 1926, at St. Anthony’s Hos- 
pital, of diabetes. 

THEODORE FLEMING GEROULD, Centralia, IIl.; Jeffer- 
son Medical College of Philadelphia, 1901; a Fellow, 
A. M. A.; aged 47; died, January 31, of acute 
nephritis. 

Asa L. Fox, Bloomington, Ill; University of 
Michigan Medical School, Ann Arbor, 1870; for- 
merly on the staffs of the Brokaw and St. Joseph’s 
hospitais; aged 80; died, January 4, of senility. 
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Leroy O. Jenkins, Paris, Ill.; American Medical 
College, St. Louis, 1878; Harvey Medical College, 
Chicago, 1897; aged 76; died, February 2, of uremia. 

ANNIE E. Ketso, Bloomington, IIl.; University of 
Michigan Homeopathic Medical School, Ann Arbor, 
1886; aged 78; died, January 5, of myocarditis, 

Leroy MontTGoMERY KRAMER, Chicago, Jenner Med- 
ical College, Chicago, 1903; aged 56; died, January 
3, of acute dilation of the heart. 

WiitiaM GeorGE LEE, Chicago; Medical School of 
Harvard University, Boston, 1904; assistant clinical 
professor of obstetrics and gynecology, Rush Medi- 
cal College, Chicago; on the staff of the Cook 
County Hospital, 1914-1925; served during the 
World War; aged 53; died, February 10, of coronary 
thrombosis, 

Cuarves R. Moore, River Forest, Ill.; Rush Med- 
ical College, Chicago, 1894; a Fellow, A. M. A 
on the staff of the Norwegian-American Hospital, 
Chicago; aged 57; died, January 6, following an 
operation for carcinoma of the sigmoid. 

Georce D. Moore, Peoria, Ill.; Medical Depart- 
ment of the University of Wooster, Cleveland, 1892; 
was found dead, Dec. 14, 1926, of cerebral hemor- 
rhage. 

James Panxuurst, Grand Detour, Ill.; Rush Med- 
ical College, Chicago, 1868; aged 81; died, January 
8, following a long illness. 

JoHN Rawson PENNINGTON, Chicago; University 
of Maryland School of Medicine, Baltimore, 1887; 
a Fellow, A. M. A.; Kentucky School of Medicine, 
Louisville, 1891; chairman of the Section on Gastro- 
Enterology and Proctology of the American Medi- 
cal Association, 1922-1923; professor of operative 
surgery and rectal diseases, Chicago College of 
Medicine and Surgery, 1908-1912; member and past 
president of the American Protologic Society; on 
the staff of the Columbus Hospital; author of “Trea- 
tise on the Diseases and Injuries of the Rectum, 
Anus and Pelvic Colon,” 1923; aged 68; died, Feb- 
ruary 3, of angina pectoris and thrombosis of the 
coronary artery. 

Wu.taM J. Rost, Columbia, Ill.; St. Louis Medi- 
cal College, 1896; a Fellow, A. M. A.; aged 52; died, 
January 23, of heart disease. 

Joun N. Suarr, Alton, Ill.; Rush Medical College, 
Chicago, 1900; a Fellow, A. M. A.; on the staff of 
St. Joseph’s Hospital; aged 59; died, January 22. 

Myron WEBSTER SNELL, Jacksonville, Ill.; Jefferson 
Medical College of Philadelphia, 1898; a Fellow, 
A. M. A.; served during the World War; formerly 
on the staff of the National Home for Disabled Vol- 
unteer Soldiers, National Home, Wis.; chief medical 
examiner for the American Bankers Insurance Com- 
pany; aged 55, died, January 4, at the Passavant 
Hospital, of pneumonia. 

Wittram Krinpor Fartey, Fulton, Illinois; Rush 
Medical College, Chicago, 1887; a Fellow, A. M. A,; 
died, at his home in Fulton, Illinois, February 12, 
1927, of pernicious anemia; aged 76. 
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